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COMMON-DUCT STONES 
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BOSTON 


HENEVER the common bile duct is opened 
Wie exploration during the course of opera- 
tions for gallstones, it is drained with a T tube. 
In every case, the problem of when to remove this 
tube must be settled on certain objective facts, 
which in their entirety show that the common bile 
duct is patent and contains no residual or over- 
looked calculi. 

For many years, surgeons depended on the clin- 
ical findings following the clamping of the T tube 
for the decision that the common duct was free 
and clear of stones. Thus, on the fifth or sixth 
postoperative day, the T tube was clamped off 
and the results were carefully observed. If no 
pain or colic occurred, and if no bile drained 
around the sinus tract, one was relatively certain 
that the common bile duct was patent. Usually, 
the tube was clamped off for six or eight days 
to prove this point, and then, on the twelfth post- 
operative day, it was removed. 

Unfortunately, it is true that a stone may be 
left in the common duct and yet may give no 
clinical evidence of its presence during the time 
the T tube is clamped off. To avoid this trouble, 
visualization of the common bile duct by the in- 
jection of a radiopaque substance through the T 
tube and the taking of quick x-ray films’? has 
been developed in recent years as a means of 
gaining further objective information regarding 
the patency of the common duct. These post- 
operative cholangiograms have proved to be 
highly reliable, and on our service, we routinely 
visualize all common ducts after T-tube drainage 
before removing the tube. 

*Professor of surgery, Boston University School of Medicine; surgeon- 
in-chief, Massachusetts Memorial Hospitals. 


tAssistant in surgery, Boston University School of Medicine, and assistan: 
surgeon, Massachusetts Memorial Hospitals (on leave of absence). 


Fluoroscopic studies and roentgenograms of the 
common bile duct may demonstrate the following 
findings: 


Normal: 


Filling or partial filling of a normal biliary- 
duct system. 

Passage of the opaque medium through the 
ampulla of Vater, which either is patent at the 
time of injection or becomes so shortly there- 
after by relaxation of its muscular sphincter. 


Abnormal: 


Dilatation of the biliary-duct system. 

Presence of a foreign body, notably a residual 
calculus, shown by positive or negative shadows. 

Failure of the opaque medium to enter the 
duodenum owing to an obstructing calculus or 
a persistent spasm of the sphincter of Oddi. 


We have believed that a filling defect in the 
common bile duct as shown in cholangiograms 
meant that a stone had been left behind, and sub- 
sequent events have generally confirmed this be- 
lief. This has necessitated the use of the Best- 
Hicken* regime to relax the sphincter of Oddi in 
a few cases. In others, we have successfully fol- 
lowed Pribram’s* suggestion for dissolving resid- 
ual cholesterol stones by washing out the com- 
mon duct with ether. In only the rarest case has 
reoperation for these stones been necessary in our 
experience in recent years. 

In four recent postoperative cholangiograms, 
however, we found a filling defect in the common 
duct close to the lower end of the T tube that was 
suggestive of a residual stone but was demonstrat- 
ed, on further study in each case, to be an arti- 
fact. In none of these cases had stones been pres- 
ent in the duct at operation. This fact first aroused 
our suspicion that the x-ray picture might be due 
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to something other than stone. Hicken et al.° 
mention cholangiographic filling defects in the 
common duct, apparently due to floating clots and 
air bubbles, although these were different from 
those we have noted. 

A clot of old blood, bile and mucus clinging to 
the lower end of the T tube was found to be the 
cause of the filling defect in 3 cases, as demon- 
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If one is convinced that the filling defect is 
due to such an artifact, because of the appear- 
ance described, removal of the tube without fur- 
ther procedure is probably justified. If the tube is 
removed gently and without rotation, the clot or 
part of it may still be clinging to its lower end, 
when brought into view. The safer procedure, 
however, is to irrigate the T tube periodically until 


Figure 1. Case 1: Cholangiograms on Various Days. 


This patient had a postoperative blood clot in the common duct. Note the variations in the shapes 
of the filling defect from day to day, with no change in its relation to the end of the T tube. There is 


a long streak-like filling defect in the first film, which probably represents a mucous streamer from the 
clot. Note the reduction in the size of the defect. 


strated on removal of the tubes. This was con- 
firmed by the smooth recovery of the patients. In 
1 of these cases, repeated cholangiograms demon- 
strated a diminution in the size of the filling de- 
fect over several days, probably as a result of the 
mechanical irrigation of the tube. The clot did 
not obstruct the flow of bile in any of these cases, 
and colic was not produced. 

The features of this type of cholangiographic 
artifact that helped in the differentiation of the 
adherent clot from actual stone, or from other 
solid foreign bodies in the common duct, were as 
follows: the filling defect appeared in direct, or 
nearly direct, contact with the lower end of the 
T tube; the defect changed in shape in serial 
roentgenograms because of the malleability of the 
soft clot by action of the bile current, of the in- 
jected radiopaque medium or of the local-duct 
contraction or relaxation; close examination of 
the x-ray films revealed streaklike defects extend- 
ing from the principal filling defect several centi- 
meters distally in the duct —this appearance was 
probably produced by streamers attached to the 
main clot; irrigation through the T tube and the 
injection of the opaque medium apparently washed 
part or all of the clot from its attachment to the 
tube, and thus changed the appearance of the 
filling defect in subsequent films. 


repeated cholangiograms no longer demonstrate 
the filling defect, or until it is apparent that the 
defect is not caused by a retained common-duct 
stone. 


The following is a typical case. 


Case 1. C. W., a 58-year-old man, had suffered with 
attacks of biliary colic for a year. Cholecystograms showed 
gallstones. One month before admission, coincident with 
such an attack, the patient became jaundiced. 


Operation was performed on January 19, 1942. A chron- 
ically inflamed gall bladder containing several small 
mulberry-type stones was removed. The common duct, 
which was three times the normal diameter, with inflamed 
and thickened walls, was explored and found empty, and 
the sphincter of Oddi was apparently patent. A T tube 
was sutured into the duct for drainage. 

The postoperative course was uneventful. The T tube 
was clamped off on the 5th postoperative day. On the 
10th day, a cholangiogram was done by injection of lipiodol 
through this tube. X-ray study demonstrated a rounded 
defect in the common duct, just beyond the lower end 
of the T tube (Fig. 1). The lipiodol seemed to have 
flowed around it readily enough, and passed into the duo- 
denum after a short delay. On re-examination 3 days 
later, the defect, although still in the same position, was 
much smaller. The T tube was irrigated with physiologic 
saline solution. In a third cholangiogram, after another 


48 hours, however, the defect showed little further change 
in size. It was then considered safe to remove the T tube 
because of the cholangiographic appearances described 
above — that is, the variation in shape of the filling defect, 


4 j 


Vol. 227 No. 20 


the diminution in its size after simple irrigations, the 
nearly constant positional relation to the lower end of the 
T tube and the “streamer defect” noted in the first cholan- 
giogram. On removal of the T tube, directly after the 


Ficure 2. 
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seemed to show further air shadows surrounding the upper 
arm of the T tube. Two days later, another cholangio- 
gram was made and more negative shadows were found. 
The previous shadows were absent. At each injection, 


Case 2: Cholangiograms. 


The ar bubbles in these films resemble common-duct stones. Note the air around the arms of the 
tube, the changing size and symmetry of the bubbles and the rapid and ready emptying of lipiodol 


into the duodenum. 


third cholangiogram, a soft bile-stained clot of blood and 
mucus was found clinging to the lower arm of the tube 
at its tip. This measured about 5 mm. in greatest diam- 
eter. The sinus drained bile for about 36 hours, and then 
stopped. The patient has remained asymptomatic since 
that time. 


Air bubbles may be present in the common 
duct and may give a shadow very suggestive of 
a smooth, oval, residual stone. These air bubbles 
are said by x-ray men to be the commonest arti- 
fact seen in postoperative choledochograms, but 
this has not been our experience. We have re- 
cently had a case, however, in which we found 
it difficult to convince ourselves that the stone- 
like shadows seen following postoperative common- 
duct injections were air bubbles and not stones. 


Case 2. At operation, the gall bladder was found much 
thickened and chronically inflamed. It contained one large 
stone, which was removed; exploration of the common 
duct revealed no stones. On the 5th or 6th postoperative 
day, the T tube was clamped off, with no untoward re- 
sults. On the 12th day, choledochograms (Fig. 2) were 
made. In these x-ray films, negative shadows just below 
the lower arm of the T tube were noted. Close inspection 


it was noted that the lipiodol flowed readily and freely 
into the duodenum. The T tube was removed after the 
second x-ray examination, and bile drainage from the sinus 
ceased in a few hours. Recovery was uneventful. 


In this case, it became apparent that the nega- 
tive common-duct shadows were air bubbles and 
not stones because of their change in size and po- 
sition and because of the other evidences of air 
around the arms of the T tube. In this and sim- 
ilar cases, however, it is apparent that repeated 
cholangiograms should be made to prove that the 
shadows in the common duct are not stones but 
artifacts. 


SUMMARY 


Artifacts simulating common-bile-duct calculi 
after choledochostomy and observed in postopera- 
tive cholangiograms are described. 

The filling defect in 3 such cases was due to a 
clot of blood, bile and mucus clinging to the lower 
end of the choledochostomy tube. In a fourth 


case, the artifact was caused by air surrounding 
the T tube. 
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X-ray films demonstrating these cholangiograph- 
ic artifacts are reproduced and comments on their 
proper interpretation are made. 
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HEMOLYTIC STREPTOCOCCUS BACTEREMIA* 


A Report of Thirteen Cases with Special Reference to the Serologic 
Groups of the Etiologic Organisms 


Lowest, A. Rantz, M.D.,t anp M. M. Kirsy, M.D.t 


SAN FRANCISCO 


i kane study of hemolytic streptococcus disease 
has been greatly enhanced by the application 
of the serologic methods of classification devised 
by Lancefield.’ Extensive observations have shown 
that organisms of Group A are responsible for 
nearly all the infections of the respiratory tract, 
such as scarlet fever, tonsillitis, otitis media and 
pneumonia.” * Organisms of this group are also 
responsible for many infections of other organs, 
particularly the skin and female genitalia. A recent 
study in this clinic, however, demonstrated that 
only 25 per cent of the hemolytic streptococci iso- 
lated from sources other than the respiratory tract 
were members of Group A.‘ 

It is important to evaluate the nature and 
severity of the infections caused by the streptococci 
of these various groups, since their course and re- 
sponse to sulfonamide and other therapy may well 
be different. For example, a recent study of Group 
D infections showed that the sulfonamides were 
without effect,® a conclusion for which there is 
adequate experimental evidence.® 

Because invasion of the blood by the hemolytic 
streptococcus occurs only in conjunction with 
severe infectious processes,’* the presence of 
bacteremia may be used as an indication of the 
frequency with which members of the various 
Lancefield groups are responsible for serious dis- 
ease. An earlier comprehensive study of this 
problem?® revealed that 90 per cent of strains 
of hemolytic streptococci recovered from the blood 
were members of Group A, but 85 per cent of 
the cases studied were those of respiratory infection. 

Observations in several clinics'® demonstrate 
that organisms of Groups B, C and G are re- 
sponsible for 10 to 25 per cent of all cases of hemo- 
lytic streptococcus puerperal infection, and that 


*From the Department of Medicine, Stanford University School of Medi- 
cine, San Francisco. 

tAssistant professor of medicine, Stanford University School of Medicine. 

tAssistant resident in medicine, Stanford University Hospitals. 


approximately 25 per cent of the cases of puerperal 
septicemia are associated with members of thesc 
groups. The prognosis in these cases has been 
poor, since the disease is severe and endocarditis 
frequently present. 


The purpose of this paper is to emphasize further 
the fact that hemolytic streptococci of groups other 
than Group A are frequently the cause of serious. 
infections in man, by presenting a study of 13 
consecutive cases of hemolytic streptococcus 
bacteremia observed in this clinic, in only 6 of 
which Group A organisms were the etiologic 
agents. The results of sulfonamide therapy in 
several of these cases will be described. 

It should be emphasized that this study was con- 
ducted in a community in which hemolytic strepto- 
coccus infections of the respiratory tract are mild 
and relatively uncommon; that no contagious dis- 
ease ward is associated with the clinic; and that 
the majority of the patients are admitted for di- 
agnostic study, elective surgery or normal labor. 
For these reasons, the character of hemolytic 
streptococcus infections observed is different 
from that described in other centers. 

The distribution of the organisms isolated from 
the blood among the various Lancefield groups is 
as follows: Group A, 6 cases; Group B, 4 cases; 
and Groups C, D and G, 1 case each. Organisms 
were isolated only from the heart’s blood at 
autopsy in 4 cases (1 case of Group A, 2 cases of 
Group B and the case of Group G infection). 
no ante-mortem blood cultures having been per- 
formed. 

Curnicat Data 
Group A 

Hemolytic streptococci of Group A were isolated 

from the blood of 6 patients. These cases, similar 


to those observed and described previously,’ need 
not be considered in detail. 
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Four patients were treated with sulfonamides. 
Recovery occurred in a case of pneumonia and 
empyema in a young woman treated with sulfa- 
pyridine, and in another case of pneumonia, 
complicated by suppurative arthritis in a seventy- 
year-old man suffering from chronic lymphatic 
leukemia, who was treated with sulfadiazine. Two 
patients who received chemotherapy died. One 
was a young girl with otitis media, osteomyelitis 
of the temporal bone and meningitis; the other 
was an elderly man in whom bacteremia compli- 
cated an infected ulcer of the leg, associated with 
congenital hemolytic jaundice. No clinical data 
were available on one of the 2 remaining cases. The 
last was an example of acute hemolytic strepto- 
coccus peritonitis, which followed an exploratory 
laparotomy in an elderly man whose liver was 
discovered to contain metastases from a carcinoma 
of the stomach. Chemotherapy was not instituted, 
and the patient died within five days of the 
onset of symptoms of infection. 


Thus, 3 cases of Group A bacteremia associated 
with disease of the respiratory tract were observed. 
Recovery occurred in 2 cases in which the pri- 
mary disease was in the lungs. Meningitis, compli- 
cating otitis media, resulted in death in the third. 
Infections of the skin and of the peritoneal cavity 
in 2 chronically ill men were followed by death. 


This small group of cases does not permit an 
evaluation of the most effective sulfonamide drug 
for use in the treatment of serious infections 
caused by Group A streptococci. The dramatic re- 
covery of an old man, debilitated by chronic 
lymphatic leukemia and suffering from pneumonia 
and suppurative arthrit's, suggests sulfa- 
diazine will be found to be an unusually effective 
agent for the treatment of these infections. 


Group B 


Four cases of invasion of the blood by Group 
B hemolytic streptococci were studied. In 1 the 
organisms were recovered from the heart’s blood 
at autopsy in a man who had died of carcinoma 
of the lung, and were probably terminal invaders. 
The other 3 cases are of special interest and are 
presented in greater detail. 


Cast 1. An elderly male diabetic patient entered the 
hospital with a history of diabetes mellitus for 15 years 
and a painful left 5th toe for 2 weeks. X-ray evidence of 
osteomyelitis of the phalanges was present, and the toe 
was amputated. Three weeks later an abscess of the left 
foot was drained, and cultures of the purulent exudate 
showed Staphylococcus aureus and hemolytic streptococci, 
which were not grouped serologically. A guillotine ampu- 
tation of the left leg in the thigh was performed because 
osteomyelitis of the metatarsal was discovered to exist. In- 
fection of the stump followed, and the patient died 1 week 
after operation. Group B streptococci were recovered from 
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the heart’s blood at autopsy. Sulfonamides were never ad- 
ministered. 


Cast 2. A laminectomy was performed, and a menin- 
gioma was removed from the midthoracic region of a 
middle-aged woman. Six days after the operation she 
developed a stiff neck, a positive Kernig’s sign and fever. 
The spinal fluid was purulent, and Group B hemolytic 
streptococci were recovered from it and from the circulat- 
ing blood. 

Sulfapyridine was administered 24 hours later, at 
which time the blood culture was sterile and the tempera- 
ture was lower. The patient recovered uneventfully after 
3 days of chemotherapy. 


Case 3. A 30-year-old woman was delivered at term 
after a 24-hour labor complicated by a transverse presen- 
tation of the fetus. The temperature rose within 24 hours 
to 40°C., and Group B streptococci were isolated from 
the interior of the uterus. Six grams of sulfanilamide 
was administered daily for the following 9 days, during 
which time she remained desperately ill. The first blood 
culture, obtained on the 8th post-partum day, showed two 
colonies of hemolytic Group B streptococci per cubic cen- 
timeter. The sulfanilamide was immediately replaced by 
sulfapyridine, and within 48 hours the temperature was 
normal and the patient made an uneventful recovery. 


Thus Group B hemolytic streptococcus bacte- 
remia was observed in 4 cases. In 1 the organisms 
invaded the blood as a terminal event of another 
fatal illness. The recovery of Group B strepto- 
cocci from the heart’s blood of a patient with 
osteomyelitis, in whom cultures of the purulent 
material obtained from the region of the bone 
also revealed hemolytic streptococci, suggests that 
these organisms may have been etiologically re- 
lated to the suppurative process that eventually 
proved fatal. It is unfortunate that the streptococci 
recovered from the local lesion were not classi- 
fied serologically. 

A patient with postoperative Group B strepto- 
coccal meningitis and bacteremia recovered fol- 
lowing the administration of sulfapyridine. Be- 
cause the blood had already become sterile and 
the temperature lower when the drug was first 
exhibited, it is quite possible that recovery would 
have occurred in the absence of chemotherapy. 
This case has been described elsewhere,” and it 
was proposed that infection of the meninges with 
streptococci not of Group A may account for cer- 
tain spontaneous recoveries from hemolytic strep- 
tococcus meningitis. 

The last case in this group is of great interest. 
Puerperal sepsis caused by Group B- strepto- 
cocci was not associated with endocarditis or the 
development of local suppuration described by 
others.* Furthermore, the patient recovered fol- 
lowing sulfonamide therapy. Most important, how- 
ever, is the fact that sulfanilamide failed to exert 
a beneficial effect on the course of the disease, and 
the blood was not sterilized, whereas the admin- 
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istration of sulfapyridine was followed by im- 
mediate recovery. This result suggests that sul- 
fanilamide should not be used in the treatment 
of infections due to Group B streptococci. Sulfa- 
pyridine is apparently an effective agent, and it 
is reasonable to hope that sulfathiazole and sulfa- 
diazine may also be valuable therapeutic chem- 
icals for use in these cases. 

Group C 

Group C hemolytic streptococci were isolated 
from the circulating blood of an old man with 
an aplastic anemia who developed chills and 
fever following a skin infection. Treatment with 
sulfadiazine resulted in prompt recovery, even 
though less than 500 granulocytes per cubic milli- 
meter were demonstrable in his blood. He died 
several months later of inadequately treated colon 
bacillus bacteremia. This individual developed 
antistreptolysins and antifibrinolysins indistinguish- 
able from those that are present in the blood 
following recovery from infections with Group A 
streptococci. 

The striking results of treatment indicate that 
sulfadiazine is an exceedingly effective chemo- 
therapeutic agent for use in infections due to 
Group C streptococci. 

Group D 

Group D hemolytic streptococci were recovered 
from the blood of an old man whose primary in- 
fection was in the kidney. Ten days before entry 
to the hospital he had developed chills and fever. 
Seven days later sulfapyridine was administered, 
tollowed by the development of complete anuria. 
The kidney pelves were lavaged for the purpose 
of dissolving the probable sulfapyridine calculi 
shortly after admission to the hospital. The urine 
obtained from the catheters contained innumerable 
cells and hemolytic Group D streptococci. Blood 
cultures obtained after the cystoscopy. was com- 
pleted, showed a growth of similar streptococci. 
No further sulfonamides were administered. The 
patient recovered uneventfully from the acute epi- 
sode, but bacteriuria and pyuria persisted. 

In summary, this was an example of Group D 
streptococcus pyelonephritis, complicated by the 
formation of sulfapyridine calculi and anuria. Bac- 
teremia may have occurred as a result of instru- 
mentation of the urinary passages. 

Hemolytic and nonhemolytic Group D strepto- 
cocci are well known. Together they constitute a 
division of the streptococci known as the entero- 
cocci, of which Streptococcus faecalis is the typi- 
cal nonhemolytic variety. All these organisms are 
exceedingly resistant to the bacteriostatic action of 
the sulfonamides in vitro, and in a recent review 
of a large group of infections caused by them, it 
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was demonstrated that the sulfonamide drugs do 
not favorably affect the clinical course of Group D 
infections.” Cases of nonhemolytic enterococcus 
bacteremia were presented in that report. 


Discussion 


It has been well established that primary infec- 
tion of the respiratory passages by hemolytic strep- 
tococci is nearly always caused by members of 
Lancefield Group A, but recent observations have 
demonstrated that these organisms are much less 
often the etiologic agents in infections of other or- 
gans. The frequency with which streptococci of 
the various groups may be isolated from the cir- 
culating blood of patients in whom infection is 
present may be used as an index of the severity 
of the disease processes caused by each. Previous 
studies show that hemolytic streptococci isolated 
from the blood in cases of scarlet fever, tonsillitis, 
otitis media and their complications will almost 
invariably be Group A strains, but that th‘s will 
not be the case if the primary infection is located 
in the female genitalia, the skin, the kidney or the 
abdominal cavity. 

Thirteen consecutive examples of hemolytic 
streptococcus bacteremia have been presented to 
emphasize these facts. No clinical data were avail- 
able in 1 and terminal invasion of the blood oc- 
curred in 2. Three were cases of primary infec- 
tion of the respiratory passages, and all were caused 
by Group A streptococci. The remaining 7 were 
examples of infection of the skin or kidney or 
were the result of surgical procedures. Strains of 
hemolytic streptococci of Groups B, C and D were 
the etiologic agents in 5 of these cases. 

The results of sulfonamide therapy were of in- 
terest. Two Group A patients recovered and 2 
died. The favorable effect of sulfadiazine in 1 
case of Group A pneumonia and suppurative ar- 
thritis complicating chronic lymphatic leukemia 
was most remarkable. Two cases of Group B in- 
fection were treated with sulfapyridine. In one, 
postoperative meningitis appeared to be subsiding 
at the time therapy was instituted. In the other, 
a case of puerperal sepsis, sulfanilamide was with- 
out effect, but a change to sulfapyridine was fol- 
lowed by prompt recovery. One patient with 
Group C infection recovered after the exhibition 
of sulfadiazine, in spite of the presence of an aplas- 
tic anemia with agranulocytosis. 

In a previous study,” it was demonstrated that 
the drugs of the sulfonamide group were without 
effect in infections caused by Group D streptococci. 
Suggestive evidence is presented here that sulfan- 
ilamide may not be of value in serious Group B 
infections. It is apparent that the determination 


of the serologic group of a streptococcus recovered 
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from the blood or other clinical materials, particu- 
larly if the primary infectious process does not lie 
within the respiratory passages, is of definite im- 
portance. At the present time, sulfanilamide is 
the most widely used chemical for the treatment 
of hemolytic streptococcus infections, but may not 
be the drug of choice in certain cases. In others, 
the presence of Group D organisms may suggest 
that sulfonamides be withheld, or may explain 
their therapeutic failure. 

The accumulation of further observations, sim- 
ilar to those described here, will also contribute 
to a more complete understanding of the nature, 
course and prognosis of serious disease caused by 
the less common groups of hemolytic streptococci. 


SUMMARY 


Streptococci of Lancefield Group A were re- 
sponsible for only 6 of 13 cases of hemolytic strep- 
tococcus bacteremia. 

Organisms of Group A are almost invariably 
the cause of serious primary hemolytic strepto- 
coccus infections of the respiratory tract. 

Severe infections of other organs are frequently 


due to streptococci of other groups, particularly 
Groups B, C, D and G. 
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The importance of serologic classification of the 
hemolytic streptococci in relation to certain aspects 


of sulfonamide therapy is discussed. 
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PHONOCARDIOGRAPHIC STUDIES IN A CASE OF 
PAROXYSMAL TACHYCARDIA 


Henry Weyer, M.D.,* ann Cecit C. Dustin, M.D.7 


PROVIDENCE, RHODE ISLAND 


LINICAL descriptions of the heart sounds at 
the onset of paroxysmal auricular tachycardia 
are vague. They are usually described as sharper 
and louder than normal or as having a clicking 
quality. The phonocardiograms that are to be 
described in this paper are of particular interest 
because they show changes in sound at the onset 
of auricular tachycardia and present a clearer 
description of the events taking place. 

in order to interpret phonocardiograms it is 
necessary to distinguish between the stethoscopic 
and logarithmic registration of sound. As pointed 
out by Rappaport," * the stethoscopic method rec- 
ords sounds as they are presented to the ears of 
the observer by an average acoustic stethoscope, 
modified by the instrument but not modified by 
human hearing. Sounds of low frequency are best 
recorded by this method. The logarithmic method, 


* Assistant visiting physician, Rhode Island Hospital; assistant cardiologist, 
Providence Lying-in Hospital. 

TVisiting physician, Rhode Island Hospital; 
Lying-in Hospital. 


cardiologist, Providence 


on the other hand, modifies the sounds of the 
heart exactly as does the combination of the aver- 
age acoustic stethoscope plus average hearing. In 
the following description of phonocardiograms it 
is to be noted that comparative measurements of 
loudness will be made on the logarithmic trac- 
ings, the sounds being similar to those heard by a 
person with average hearing using the ordinary 
acoustic stethoscope. 

In the case being presented the stethoscopic 
phonocardiograms (Fig. 1) show during the nor- 
mal heart beat a definite auricular sound, which 
occurs between the P and Q waves in the elec- 
trocardiogram. The first sound is distinct and 
commences with the R wave. The second sound 
starts at the end of the T wave. There is a third 
heart sound and evidence of a midsystolic mur- 
mur. When paroxysmal tachycardia sets in, the 
sounds change. The auricular sound gradually in- 
creases in intensity during the first few beats. The 
first sound, on the other hand, in most of the 
runs of tachycardia immediately shows a marked 
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increase in intensity and remains at about the increase in intensity with the onset of the tachy- 
same level throughout the tachycardia, becoming cardia. At the same time the auricular sound 
at times slightly higher after the first few beats. gradually increases in intensity and duration, thus 


$ 


Figure 1. Phonocardiograms by the Logarithmic and Stethoscopic Methods. 


The upper record was made by the logarithmic method. It shows the end of a run of auricular tachy- 
cardia, followed by two slow beats, the first of which is considered normal for this patient. Note the 
absence of auricular sounds during the tachycardia. 

The lower record was made by the stethoscopic method. It shows the onset of auricular tachycardia. 
There is a gradual increase in intensity of the auricular and first heart sounds. (Most of the runs of 
tachycardia in this patient showed a more abrupt increase in loudness of the first heart sound at the onset 
of tachycardia.) The auricular sounds in this case were below human audibility. 


Both diastole and systole become shorter —dias- becoming part of the first sound after the first, 
tole more so than systole. The second sound also _ second, third or fourth beat. 


j 
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Ficurt 2. Phonocardiograms and Jugular Tracings. 


The upper record was made by the logarithmic method. It shows a run of tachycardia just after onset, 
followed by two slow beats. The jugular tracing shows a carotid effect. All sound tracings were made 
from the region of the apex of the heart. 


The lower record was made by the stethoscopic method. It shows the abrupt onset of the tachycardia 
after two slow beats. 


increases in intensity but not with the same in- Phonocardiograms registered by the logarithmic 
crement as the first sound. It is to be pointed method during the normal slow beats show no 
out again that the first sound attains a marked auricular sound in most of the tracings. Occa- 
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sionally an auricular beat of very low intensity is 


seen. This indicates that the auricular sound re- 
corded by the stethoscopic method is for the most 
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than it is during the normal slow beats. Because 
of variations in the normal heart sounds in this 
case, one cannot expect to find a constant ratio 


ie 
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Figure 3. Phonocardiograms and Apex Cardiograms (Lincar Tracings). 


The upper record was madewby the logarithmic method, and the lower by the stethoscopic method. 


Vibrations consistent with a systolic murmur are present in both records. 
diogram shows the end of a run of tachycardia and the onset of another run. 


part below human audibility so that any increase 
in loudness of the first sound at the onset of tachy- 
cardia is not due to summation. 

The first sound is distinct and commences with 
the R wave and is, in turn, followed by a decre- 
scendic systolic murmur. The second sound occurs 
at the end of the T wave. When the long pauses 
occur, the third heart sound is not present be- 
cause it is below human audibility. When tachy- 
cardia sets in, there is an abrupt increase in in- 
tensity of the first sound with a slight increase in 
the second sound. Still, no auricular sound is re- 
corded. There is a remarkable uniformity in the 
loudness of the first sound throughout the paroxys- 
mal tachycardia. This also holds true for the 
second sound. In contrast, when the first sound 
of one normal slow beat is compared with the 
first sound of another normal slow beat there is 
considerable variation in loudness. 

The second sound shows less variation in these 
records. Any changes in ratio between the in- 
tensity of the normal slow beat and the intensity 
of the tachycardia are due to variations in the 
loudness of the slow beat rather than to the more 
fixed loudness of the tachycardia. The first sound 
during tachycardia is from 2.1 to 4.5 times louder 
than it is during the normal slow beats. Similarly, 
the second sound is from 0.10 to 0.13 times louder 


The stethoscopic phonocar- 


between the normal heart sounds and the abnor- 
mal sounds found in the tachycardia. 

The phonocardiograms taken with the jugular 
cardiograms (Fig. 2) and the apex cardiograms 
or linear phonocardiograms (Fig. 3) corroborate 
the above findings. 


SUMMARY 


Phonocardiographic studies were made in a case 
of auricular tachycardia. Logarithmic phonocar- 
diograms show an abrupt increase in intensity of 
the first sound, 2.1 to 4.5 times louder than the 
first sound in the normal slow beats. The second 
sound is only slightly increased in intensity, being 
0.10 to 0.13 times louder than the normal slow 
beats. Stethoscopic registrations show a gradual 
increase in the auricular sound during the first 
few beats. In the case reported, the auricular 
sound is, for the most part, below human audi- 
bility. 

These findings suggest that loudness of the first 
sound at the onset of tachycardia is not entirely 
due to summation. 


REFERENCES 


1. Rappaport, M. B., and Sprague, H. B. Physiologic and physical laws 
that govern auscultation, and their clinical application; acoustic 
stethoscope and electrical amplifying stethoscope and stethograph. 
Am. Heart ]. 21:257-318, 1941. 

2. Rappaport, M. B. Unpublished data. 


| ih | 
\ 
| on 
| 
: 


CLINICAL NOTE 


ADRENALIN BASE SUSPENDED 
IN AN AQUEOUS SOLUTION OF 
SODIUM THIOGLYCOLATE IN 

THE TREATMENT OF ASTHMA* 


Capraixn Hyman L. Narerman, M.C., A.US.* 
BOSTON 


EENEY' has shown that adrenalin base sus- 

pended in oil has a prolonged effect and is 
beneficial in the treatment of some cases of per- 
sistent asthma. My? experience with oil prepara- 
tions has suggested that it was the insolubility of 
adrenalin base in tissue fluids rather than the use 
of oil as a vehicle that was responsible for their 
prolonged action. Moreover, repeated subcutane- 
ous injections of oil cause induration in the skin. 
Therefore, a method of preparing stable suspen- 
sions of adrenalin base in water was sought. 
Adrenalin base suspended in water oxidizes rap- 
idly. Although reducing agents prevent this oxi- 
dation, acid-reducing agents are not suitable be- 
cause they convert the insoluble base adrenalin into 
the soluble acid salt. Accordingly, a reducing agent 
effective at a pH of 7.0 or higher is necessary; 
sodium thioglycolate meets these requirements. 
The method of preparation and the results ob- 
served in the treatment of 5 asthma patients with 
adrenalin base suspended in a solution of sodium 
thioglycolate in water are presented. 

Adrenalin base and suprarenin base$ were 
used. The most satisfactory method of prepara- 
tion was to dissolve sodium thioglycolate|| in dis- 
tilled water, and to neutralize this with disodium 


*From the Department of Allergy, Beth Israel Hospital, Boston. 
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phosphate. Glycerin and chlorbutanol were added. 
The final proportions were sodium thioglycolate 
2 per cent, glycerin 10 per cent and chlorbutanol 
0.5 per cent. The solution was sterilized by auto- 
claving or, preferably, by Berkefeld filtration. 
Adrenalin base was then added to make a sus- 
pension containing 2 to 4 mg. per cubic centimeter. 
The suspensions were bottled in sterile rubber- 
capped vials of 20 to 50 cc. Such suspensions fre- 
quently showed no evidence of oxidation for 
periods up to fifteen months, although in some 
lots changes in color suggestive of slight oxida- 
tion occurred. However, these slightly oxidized 
preparations lost no measurable amount of their 
potency. 

Injections were self administered subcutane- 
ously by the patients. After the vial had been 
shaken to disperse the adrenalin evenly, the re- 
quired dose was taken out. The doses varied from 
1 to 4 mg. Injections were given in some cases 
prophylactically to prevent attacks, and in others 
therapeutically to relieve attacks. They have been 
taken one to five times a day for periods as long 
as two years by the patients. The local reactions 
have been similar to those produced by adrenalin 
solution. General reactions have sometimes oc- 
curred, but usually three or more times the toler- 
ated amount of soluble adrenalin may be given 
with no general adrenalin reaction. The intervals 
between attacks are prolonged and breathing is 
more nearly normal when adrenalin base sus- 
pended in water is used rather than adrenalin so- 
lution. 

Adrenalin suspended in water seems to be as 
effective as, and in some cases more effective than, 
adrenalin suspended in oil. The easier adminis- 
tration and milder local reactions of adrenalin sus- 
pended in water are advantages over the oil prep- 
aration. 
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MEDICAL PROGRESS 


ORTHOPEDIC SURGERY 


Grorce W. Van Gorper, M.D.* 
BOSTON 


POLIOMYELITIS 


the Kenny concept and treat- 
ment of infantile paralysis has been well de- 
scribed in a previous progress report by Watkins," 
it is of sufficient importance to mention again, since 
it is one of the most outstanding advances in or- 
thopedic surgery, as well as being a great contri- 
bution to the field of physical therapy. The usual 
conception that poliomyelitis produces simply flac- 
cid paralysis is not tenable if one accepts the ideas 
of Sister Kenny, for she has proved that the ma- 
jor symptoms early in the disease are not so much 
flaccid paralysis as they are “muscular spasm,” 
“inco-ordination” and “mental alienation.” 

The Kenny method of overcoming muscle 
spasm, tenderness and hyperirritability by means 
of the early application of hot packs instead of by 
immobilization in splints has done much to elim- 
inate stiff joints, muscle contractures, spinal cur- 
vatures attributable to contractures and atrophy 
from disuse. Moreover, this new form of therapy 
followed by her system of muscle re-education has 
yielded functional results equal or superior to 
those of any other method. 


FracTurEs AND DIsLocaTIONs 


Operative fixation of fractures of the clavicle 
by means of a Kirschner wire has been the sub- 
ject of much discussion since Murray” wrote his 
original paper on the subject two years ago. In 
Murray’s hands, these fractures seem to do ex- 
tremely well, but the procedure requires consid- 
erable experience and the technic is more difficult 
than it appears to be from the author’s descrip- 
tion, which follows: 


When a satisfactory reduction has been obtained . . . 

a quarter-inch [0.6-cm.] incision is made . . . one 
inch [2.5 cm.] from the inner end of the clavicle. 
Through this, a hole, a quarter of an inch [0.6 cm.] 
in diameter, is drilled in the thin cortex. The direc- 
tion of the drill is gradually changed from the per- 
pendicular until it points toward the central cylinder. 
Through this hole a medium-sized Kirschner wire is 
passed. If it is started in the right direction, it always 
traverses the central cylinder and passes across the 
fracture line into the distal fragment, provided the 
reduction has been satisfactory . . . the clavicle imme- 
rints of articles in this series are not available for distribution, but 
the articles will be published in book form. The current volume is 


Medical Progress: Annual, Vol. III, 1942 (Springfield, Illinois: Charles C 
Thomas Company, 1942. $5.00). 
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diately becomes stable, and the arm, shoulder, and 
clavicle can be moved about quite freely without any 
displacement of the fragments... . The wire is cut 
short . . . and a small dressing is applied over the 
incision. . . . If for some reason it is to be removed 
later on, this can be done through a very small in- 
cision under local anaesthesia. . . . No other fixation 
except a sling is required, and the patient is quite 
comfortable. 


Several infections and one death are known to 
me to be the result of this method of treatment, 
and since open reduction is so seldom indicated in 
fractures of the clavicle, it seems questionable to 
adopt the procedure for routine use. However, in 
selected cases where conservative measures have 
failed, this method of Murray’s can be employed 
with excellent results. 

The same author recommends a similar proce- 
dure* for acromioclavicular separations and uses 
two Kirschner transfixation wires in the acromion 
and outer third of the clavicle for immobilization. 
Phemister* has modified this technic by advocating 
open reduction of the acromioclavicular joint and 
threaded wire fixation. 

For fractures of the shaft of the humerus, Cald- 
well’ has proposed the hanging-cast method of 
treatment, which in his hands has yielded very 
good results. A plaster cast is applied from the 
axilla to the base of the thumb with the elbow at 
right angles and the forearm in the position of 
midpronation. A wire loop is incorporated in the 
cast at the level of the wrist, and through this a 
bandage is passed that encircles the patient’s neck. 
The hanging cast allows freedom of motion at the 
shoulder and is of sufficient weight in itself to 
afford any necessary traction. It is suitable for 
shaft fractures only; supracondylar and surgical 
neck fractures are not included in Caldwell’s re- 
port. Since traction is the result of gravity in this 
method, it is important to warn the patient not to 
rest his cast on the arm of a chair or other sup- 
port and to sleep at night with his body in the 
semiupright position. 

As a general rule, the cast is retained for six 
weeks with gradually increasing motion as discom- 
fort subsides. It is followed by a sling at 90° with 
light use of the arm and swinging exercises dur- 
ing the day. At the end of eight weeks all dress- 
ings can usually be removed, and at the end of 
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three months the patient should have full restora- 
tion of function. 

A simple and effective method of treating frac- 
tures of the upper two thirds of the humerus has 
been reviewed by Gurd.° The method is not new 
and has also been advocated by Eliason and oth- 
ers. It is included in this report because of its 
importance and need of re-emphasis. 


Briefly, the treatment consists of placing a triangular 
pad under the axilla with a base which affords abduc- 
tion of the arm of 15 degrees. The arm, shoulder and 
thorax are then incorporated in a plaster cast; the fore- 
arm is left free and is supported by a sling. The sling 
is removed in seven to ten days, and active motion 
of the elbow joint is begun. The cast is removed in 
two to five weeks; a cravat sling is supplied, and active 
use of the limb is advised. The method described 
has been used by the author for twenty years with 
satisfactory results, although no statistical study of end 
results has been made. It was not used for fractures 
of the anatomic neck or of the greater tuberosity of the 
humerus. 


The treatment of fracture of the ulna associated 
with dislocation of the head of the radius (Mon- 
teggia fracture) has been greatly facilitated and 
improved by the work of Speed and Boyd," * who 
have described an excellent surgical approach to 
this problem and related their experiences in a 
series of 62 cases. The subject is ably presented 
and should be read in full by any surgeon espe- 
cially interested in this fracture. 

Fractures of the carpal scaphoid are often mis- 
taken for a sprained wrist because of their failure 
to show a fracture line in the initial x-ray film. 
Thorndike and Garrey® in a college clinic saw 17 
cases, 11 of which had old or previously unrec- 
ognized fractures. The failure to demonstrate these 
fractures by roentgenograms, especially in the ini- 
tial examination, has been frequently mentioned. 
They suggest that better views may be taken with 
the fist clenched and the fingers resting on the 
x-ray plate with the palm down in extreme ulnar 
deviation and extreme pronation. If a true un- 
detected fracture is present and motion is permit- 
ted, absorption of the bone occurs along the frac- 
ture line, and the fracture becomes more evident 
in one or two weeks. Treatment of these fractures 
has become standardized and was recorded in the 
last progress report on fractures.’ 

A practical suggestion to improve the treatment 
of a badly comminuted Colles’s fracture, in which 
it is difficult or impossible to maintain radial length 
by the usual position of ulnar deviation, is to 
employ skeletal traction on the thumb. A plaster 
cast is first applied to the broken wrist in the 
orthodox manner for immobilization of a reduced 
Colles’s fracture, after which a heavy wire such 
as is used for coat hangers is shaped to extend 
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5 to 7 cm. beyond the tip of the thumb with its 
two free ends anchored in the plaster cast. This wire 
acts as a framework to which traction can later 
be applied. A fine Kirschner wire is then drilled 
through the proximal phalanx of the thumb and 
cut to sufficient length to engage in the loops of 
a light wire stirrup, which just covers the thumb 
end. Traction on this stirrup by means of rubber 
bands attached to the extended wire frame draws 
the thumb distalward, increasing the degree of 
ulnar deviation and pulling on the radial collateral 
ligament, which in turn draws the styloid process 
of the radius distalward into the desired position 
and holds it there until union takes place. 

The results of treating fractures of the neck of 
the femur by means of internal fixation, as advo- 
cated originally by Smith-Petersen, are more grat- 
ifying as time goes on. The percentage of unions 
and of excellent function is increasing with ex- 
perience and improved technic. From a compre- 
hensive study" of the results of internal fixation 
of fractures of the neck of the femur by the Frac- 
ture Committee of the American Academy of 
Orthopedic Surgeons, it was learned that the 
Smith-Petersen nail was more efficient than nails 
of other types, pins or wires in respect to main- 
taining reduction, incidence of breaking, migration 
and percentage of bony union obtained. 

It has been pointed out recently by Wilson’ and 
Carrell’® that fractures of the neck of the femur 
in children are much more serious injuries than 
in adults, and the results on the whole have been 
very disappointing. This is probably due to the 
fact that adequate immobilization of the fracture 
cannot be obtained by plaster-cast fixation alone 
and that internal fixation cannot be employed 
in children because of the danger of injuring the 
epiphyseal line and arresting growth. An ideal 
method of treatment is so far unknown. Carrell 
thinks that, after reduction fixation is best  se- 
cured by abduction, plaster and traction. 

Interest has been centered recently on intertro- 
chanteric fractures of the femur, chiefly because 
of their high mortality rate. Leydig and Brooks" 
report a series of 302 cases at the St. Louis City 
Hospital in which the mortality rate was 39.3 per 
cent. Moreover, a survey of seven of the large 
private hospitals in St. Louis revealed a mortality 
of 25 per cent in 335 cases, over twice that im- 
plied in the literature and textbooks. Although 
this high mortality rate has not been experienced 
by all investigators, it is apparent that the rate for 
intertrochanteric fractures is much higher than that 
for femoral-neck fractures (11.6 per cent). In view 
of this fact, Leydig and Brooks attempted to treat 
a series of intertrochanteric fractures by fixation 
with a Smith-Petersen nail, but found that the im- 
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mobilization was inadequate and that in every 
case there resulted coxa vara and shortening of 
various degrees. For this reason, they employed 
a lag bolt instead of the nail, and report their 
present results as satisfactory. 

For similar reasons, Thornton'’ has designed a 
combination Smith-Petersen nail and bone plate 
that secures the intertrochanteric fragments in an 
admirable way, preventing coxa vara and allow- 
ing early convalescence as in fractures of the fem- 
oral neck. 

The status of the Roger Anderson method of 
treating fractures varies in different parts of the 
country. I have seen very few end results of this 
method and have no accurate statistics to go by. 
The only series of cases known to me was re- 
ported in an address by Dr. Charles Bradford, 
of Boston, who recently returned from the Ameri- 
can Hospital in England, where there were 61 
selected cases that were treated by the Roger 
Anderson method. Of these, 30 were in the femur, 
16 in the lower leg, 3 in the humerus, 6 in the 
forearm, 5 in a metacarpal and 1 in the mandible. 
According to Dr. Bradford: 


In the femur cases, the alternative to using the Roger 
Anderson method was usually bone plating, whereas 
in the tibia and fibula cases, the Roger Anderson 
method was considered to be excellent. For the humer- 
us, conservative treatment was considered advisable, 
or bone plating, rather than the use of the Roger 
Anderson apparatus, and for forearm fractures the 
Roger Anderson apparatus was considered as being 
questionable in its value. For the mandible and meta- 
carpal fractures, a miniature Roger Anderson apparatus 
had to be specially made. 

Of the 61 cases treated, 43 were clean cases; 6 were 
potentially infected; and 12 were seriously infected. 
In the 43 clean cases treated by the Roger Anderson 
apparatus, there was no infection in the pin holes. 
The same can be said for the 6 potentially infected cases. 
Of the 12 seriously infected cases, in 1 the pin tracks 
became grossly infected, in 7 the pin holes healed 
completely, and in 5 there were small draining sinuses. 

As regards the end results of the 61 cases above men- 
tioned, 3 had delayed union due to distraction of the 
bone fragments. Also, it was noted that knee motion 
was limited frequently in fractures of the femur when 
the Roger Anderson appliance was employed, but not 
so much when used in the tibia and fibula fractures. 
After the application of the splint, the patients were not 
supposed to put full weight upon their limbs, but some 
did it anyway. In some cases, it was necessary to 
perform the reduction of the fracture in stages rather 
than all at one time. 

Some of the drawbacks of the Roger Anderson meth- 
od were the pin-hole infections, and of the one hundred 
and sixty pin holes concerned in these fractures, a post- 
operative discharge was present in twenty. Also, it was 
the feeling of the surgical staff that the method re- 
quires a special type of mechanically minded surgeon 
and, unless the instrument is used properly, it can give 
bad results. It is emphasized by those who have had 
experience with this treatment that the method is not 
an easy one and is really a harder way to treat fractures 


ORTHOPEDIC SURGERY — VAN GORDER 


739 


than by the usual standardized methods. Also, when 
a comparative series of cases was treated at the Boston 
City Hospital at one time, those treated by the Roger 
Anderson apparatus showed more delayed union than 
did those treated by the usual methods of skeletal trac. 
tion or plaster casts. 

Another serious disadvantage of the Roger Anderson 
method is that it requires a dangerous degree of ev- 
posure to x-rays, as has been demonstrated in clinics 
where the method is used. 

On the other hand, when the Roger Anderson splint 
is applied properly in a successful case, the patient 
becomes ambulatory in a week or two, so that, from 
the standpoint of evacuation of patients, this method 


is an excellent one and especially applicable for war 
conditions. 


The method of treating comminuted fractures 
of the patella by excision has spread into other 
fields of surgery, and one finds that complete re- 
moval of this bone is yielding favorable results in 
selected cases of arthritis, tuberculosis, chronic 
osteomyelitis, Paget's disease and traumatic osteo- 
chondritis. 

An interesting and unusual fracture has recently 
been described by Hall.’® It is located in one or 
more of the spinous processes of the lower cervical 
or upper dorsal vertebras, and is called “clay- 
shoveler’s fracture,” since it usually occurs in 
laborers while throwing up a shovelful of clay. 
The clay sticks to the shovel; the worker feels 
a sudden stab of pain and sometimes hears a 
crack between the shoulders, and is unable to 
continue working. The symptoms are pain be- 
tween the shoulders, nearly always on one side 
of the midline and sometimes beneath one scapula. 
It is made worse on forward stretching of the 
arms or on attempting to pull or lift anything. 
Sometimes the pain goes up to the head or down 
the spine, and in a few cases it proceeds down the 
arm, which invariably feels weak. Also, the 
patient may hear a click on performing certain 
movements. Examination reveals tenderness of 
the spinous processes at the site of fracture and 
tenderness along the course of the rhomboid 
muscles. Likewise, mobility of the affected 
spinous process can usually be detected. Flexion 
of the head invariably produces pain. The diagnosis 
is mistaken in the majority of cases for muscle 
strain. In Hall’s opinion, the treatment indicated is 
removal of the detached fragments. 


TuBERCULOSIS OF BoNEs AND JOINTS 


Two new methods of treatment of tuberculosis 
of the hip are worthy of mention. One is known 
as “femoroischial transplantation” and the other 
as “femoroischial fusion.” 

The former method is described by Bosworth" 
and is usually employed when the head and neck 
of the femur have been totally destroyed. An 
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oblique osteotomy is performed just above the level 
of the ischial tuberosity, and the sharpened end of 
the divided femoral shaft is inserted into the tuber- 
osity of the ischium, which is split and levered 
apart for this purpose. When sinuses exist, the 
operation may be performed in two stages, the 
first stage being the removal of the diseased tro- 
chanter, neck and remnants of the femoral head 
plus granulation tissue and so forth, in an effort 
to obtain complete closure of all ‘wounds. 

The femoroischial fusion method has been de- 
scribed by Trumble’ and consists of ankylosing 
the lesser trochanter area of the femur to the tu- 
berosity of the ischium by means of a bone graft. 
This is actually a form of extra-articular arthro- 
desis, and after union of the graft takes place, 
the disease in the hip joint proceeds to subside and 
eventually to disappear. The advantage of this type 
of fusion is that the operative site is sufficiently 
distant from the area of disease to allow good 
healing. The surgical approach is posterior, and is 
the same as the standard approach to the sciatic 
nerve under the gluteus maximus by reflecting 
the muscle from its insertion. A strong tibial 
graft is used to bridge the space between the 
ischium and femoral shaft. 

In fusion of knee joints and ankle joints, Hatt’ 
recommends the use of a central bone graft, which 
he has found to be successful and not associated 
with any unfortunate complications or retarda- 
tion of growth, even though the graft passes com- 
pletely through both epiphyseal lines adjacent to 
the articular surfaces. This type of fusion is especial- 
ly applicable to children, in whom the danger of 
arrested growth is always imminent. Hatt em- 
ploys two special bayonet-shaped instruments to 
facilitate his operative procedure. 


Bonet Tumors 


Two new types of bone tumor have been de- 
scribed recently —namely, osteoid-osteoma and 
eosinophilic granuloma. 

The former was reported by Jaffe°? in 1935, and 
since that time he and Lichtenstein have collected 
33 cases. They describe the lesion as being always 
small and affecting the substantia spongiosa or 
cortex of a single bone. It is often mistaken for 
sclerosing or nonsuppurative osteomyelitis. Roent- 
genogram interpretation of this tumor is discussed 
in detail in their paper,”' and the authors believe 
that the condition is a benign neoplasm. 

The second new bone tumor, eosinophilic gran- 
uloma, has also been reported by Lichtenstein and 
Jaffe.*? It occurs in young! persons, especially boys 
and young men, and mainly involves the calvari- 
um, but it may occur in other bones, such as 
the ribs, femur, vertebras, humerus and_ pelvis, 
the flat bones appearing to predominate. Green, 
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Farber and McDermott™ have very recently pre- 
sented 10 additional cases. Farber** suggests that 
the lesion is a variant of the basic process of which 
Hand-Schiiller-Christian and Letterer-Siwe dis- 
eases are other examples, and disagrees with Lich- 
tenstein and Jaffe in considering the condition a 
distinct new entity. 

Roentgen examination of this tumor shows lo- 
calized lesions starting in the medullary cavity and 
expanding and eroding the cortex. Single lesions 
simulate bone cysts, osteomyelitis or malignancy, 
while multiple lesions suggest multiple myeloma. 
Histologically, the tumors are characterized by 
phagocytosed eosinophils, with giant cells also 
present. There may be an eosinophilia of the 
blood, and a sternal biopsy may show many eosin- 
ophilic cells. So far as is known at the present 
time, the tumor appears to be benign, and the 
lesions have healed promptly after roentgen radia- 
tion, curettage or wide excision. 

Revived interest in the treatment of osteogenic 
sarcoma has been aroused by Ferguson,” who 
made a detailed statistical study of 400 cases re- 
ported in the Registry of Bone Sarcoma of the 
American College of Surgeons. As a result of 
this study, he recommends the following treat- 
ment for osteogenic sarcoma: avoidance of early 
amputation (“early amputation is defined as am- 
putation before the seventh calendar month after 
onset of symptoms”); irradiation before delayed 
amputation; irradiation, excision and implantation 
of a bone graft or bone chips before amputation, 
with amputation before the recurrence becomes 
evident; and repetition of excision, rather than 
amputation, if recurrence becomes evident before 
amputation can be done. 

The author’s conclusions are so contrary to our 
previously accepted conceptions of treatment that 
it is difficult to accept them at first hand. The 
facts that he presents, however, must be recog- 
nized and studied carefully with an open mind. 


Hip Conpitions 
Congenital Dislocation 


Scaglietti*® reports that at the Rizzoli Institute 
in Bologna, Italy, this condition was diagnosed 
during the first year of life in 736 cases and the 
patients treated by abduction. Excellent results 
were obtained in 93.9 per cent, which shows the 
great importance of early diagnosis. The value 
of diagnosing dislocation of the hip during the 
early months of life cannot be too strongly em- 
phasized, and as an aid to this end, Burman and 
Clark?* have described minutely the outlines and 
markings evident in roentgenograms of infants 
between twenty-six days and twelve months of 
age, certain of which aid in making the diagnosis. 
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In those cases in which a Schanz osteotomy is 
thought to be advisable, Unger and Waring”® 
maintain that it is essential to hyperextend as well 
as to abduct the distal fragment of the femur in 
order to compensate for the lumbar lordosis, and 
they describe a method by which the amount of 
hyperextension can be measured. 


Traumatic Dislocation 


In traumatic dislocation of the hip, it has now 
been learned that, following reduction, aseptic 
necrosis of the femoral head results much more 
frequently than was supposed and should be coun- 
teracted if possible by avoidance of early weight- 
bearing. Too early weight-bearing should never be 
allowed in these cases. 


In a recent paper on this subject, Banks*® reports 
9 cases and discusses the problem of early diag- 
nosis of aseptic necrosis of the femoral head. When- 
ever possible, he suggests that the extremity be 
protected from weight-bearing by means of crutch- 
es for four to six months after the postreduction 
period of immobilization or recumbency. During 
this period, he thinks that repeated x-ray examina- 
tions will probably show whether the femoral head 
is dead or alive, and that, dependent on this fact, 
weight-bearing should be permitted or prevented 
until final revascularization and replacement by 
new bone have been completed. 


Calvé-Legg-Perthés Disease 


It appears from the experimental work of Com- 
pere, Garrison and Fahey*® that multiple drilling 
of the neck and head of the femur for the purpose 
of revascularization in cases of Calvé-Legg—Perthés 
disease is a questionable procedure because of sur- 
gical trauma to the capital and greater trechanteric 
epiphyses, which results in arrest of growth, de- 
formity, shortening of the neck of the femur, ir- 
regular contour of the femoral head and coxa 
vara. 


The more recent articles that have appeared on 
this disease show a definite tendency toward 
agreement regarding treatment and prognosis. The 
treatment which ensures the best results is rest 
in bed with elimination of any weight-bearing. 
Nearly all authors now agree that the major de- 
formities, consisting of flattening of the head of the 
femur, bowing of the neck and deformation of the 
acetabulum, are the direct results of weight-bearing 
stresses during the course of the disease, and em- 
phasize the necessity for continuous freedom from 
weight-bearing from first suspicion of the disease 
until the process is completed. This usually re- 
quires from two to three years. 
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Slipped Upper Femoral Epiphysts 


This condition, if discovered early before dis- 
placement takes place, can be treated successfully 
by nailing through a lateral incision. The results 
are practically perfect. Early recognition is the 
key to successful treatment. When the condition 
is seen in the more advanced stage, with displace- 
ment and the line of junction still distinctly vis- 
ible, the surgeon should then choose between an 
open reduction of the displacement, with nail fix- 
ation, and an osteotomy. Great care is essential 
in the preservation of the blood supply of the 
head and neck of the femur. Manipulation under 
anesthesia is to be condemned. In the late stages 
of this condition, osteotomy is considered by many 
to be the preferred procedure, but if not successful 
it should be followed by a cup arthroplasty. 


Osteoarthritis 


In the treatment of this common ailment, a 
variety of methods have previously been consid- 
ered, such as manipulation, drilling, cheilotomy, 
osteotomy, acetabuloplasty, reconstruction proce- 
dures and arthrodesis. To this formidable list, an- 
other procedure offered by Smith-Petersen*! can 
now be added, which will probably prove to be 
the most successful of all; namely, vitallium-cup 
arthroplasty. This operation is standing the test of 
time and offers more hope of relief than any of 
the other procedures. It seems likely that vitallium- 
cup arthroplasty and arthrodesis should be the two 
main procedures to choose between in the treat- 
ment of this condition, and that the decision should 
be made according to the individual patient’s age, 
occupation and characteristics. 


MIscELLANEOUS CONDITIONS 
Torticollis 


It appears from recent reports in the literature** 
that division of both ends of the sternocleido- 
mastoid muscle is a more efficient treatment for 
torticollis than severing only one end, and also 
does away with the necessity of postoperative 
retention apparatus, such as plaster casts or splints. 


Intervertebral Disk 


One of the serious objections to the use of 
iodized oil in myelography has been its possible 
irritating effects, and for this reason there has 
been a tendency to employ the less reliable pro- 
cedure of pneumomyelography when making the 
diagnosis of ruptured intervertebral disk. Recently, 
however, Kubik and Hampton* reported a simple 
method for the removal of the iodized oil from 
the subarachnoid space, thus doing away with 
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any possible danger from its continued presence 
there. The oil is introduced by lumbar punc- 
ture with the patient on the fluoroscopic table, 
leaving the needle in place during the examination, 
and removing the oil immediately afterward. This 
improvement in diagnostic procedure represents a 
great advance in the attack on the problem of in- 
tervertebral-disk injuries. 


The end results of treatment in 139 patients 
with protruded disks in the lumbar spine have 
been carefully analyzed by Barr and Mixter** who 
state that 77 per cent of the patients had complete 
relief from their radiating pain, and an additional 
18 per cent had only minor discomfort in the 
affected leg; in other words, the relief from the 
sciatic pain was satisfactory in 95 per cent of the 
cases. About one third of the patients had their 
spines fused at the time of laminectomy, the other 
two thirds having laminectomy alone with re- 
moval of the protruding disk fragment. It is in- 
teresting and important to note that 73 per cent 
of the patients having fusion considered their backs 
of normal strength, whereas only 52 per cent of 
those without fusion had no complaints. Where 
insurance compensation was involved, it was found 
that after operation 45 per cent of the compensa- 
tion patients went back to their original occupa- 
tion and considered themselves fully recovered, 
30 per cent went back to lighter jobs, and 25 per 
cent continued to receive compensation or had 
litigation pending. The fact that 75 per cent of 
these patients returned to some type of work is 
encouraging, and should justify co-operation from 
insurance companies in the attempt to rehabili- 
tate otherwise totally incapacitated patients. 
Scoliosis 

Some very interesting and discouraging facts 
concerning idiopathic scoliosis have been brought 
to light by the Research Committee of the Ameri- 
can Orthopaedic Association,*® which reviewed 425 
cases in sixteen orthopedic clinics from an end- 
result standpoint. The committee found that the 
disease appeared most frequently at the time of 
puberty, and predominated in girls in a ratio of 
4:1. Curvature was to the right in 80 per cent 
of the patients. All types of treatment were en- 
countered, but complete correction of the spinal 
curve was gained in only 5 per cent of the cor- 
rected cases, all the correction was maintained in 
S per cent, and there was complete loss of correc- 
tion in 29 per cent. The incidence of pseud- 


arthrosis for the entire operative group amounted 
to 28 per cent. The conclusions drawn from this 
very careful and illuminating study were as fol- 
lows: practically none of the patients with scoliosis 
were cured, if correction of lateral deviation is a 
criterion; in approximately 60 per cent of those 
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treated by exercises the deformity increased, and 
in 40 per cent it remained unchanged; in the ma- 
jority of cases correction without fusion resulted 
in complete loss of correction after support was 
discontinued; and correction by the turnbuckle 
jacket and subsequent fusion yielded better results 
than did other types of treatment. 


Volkmann's Ischemic Contracture 


The general impression is gaining that Volk- 
mann’s ischemic contracture should be considered 
to have a vasomotor origin. Numerous authors 
have emphasized this feature of the condition 
and have reported obliteration of the lumen of 
the brachial artery at the time of operative ex- 
ploration. The removal of the tunica adventitia 
with its sympathetic fibers from the artery has 
resulted in the return of circulation in nearly all 
cases. Luzuy®® reports two cases, and _ believes 
that in the absence of neural lesions the condi- 
tion should be treated by injecting procaine hydro- 
chloride into the stellate ganglion. Griffiths*? 
thinks that the syndrome is due to injury of 
arteries and to accompanying spasm of the collateral 
circulation. He suggests the intravenous use of 
papaverine and adds that, if this fails, the contused 
or lacerated portion of the artery should be ex- 
cised between ligatures. From the above and other 
recent reports, it would seem logical that a sympa- 
thetic block by novocain might be effective in re- 
moving the arterial spasm in many cases, and 
overcome the condition without resorting to radical 
surgery. This tendency to consider Volkmann’s 
contracture an arterial spasm is undoubtedly a 
step in the right direction and advances knowledge 
regarding this very serious and crippling disorder. 


Sulfonamides 


The advent of the sulfonamides in the field of 
surgery has opened up possibilities beyond our 
imagination. Already we are taking advantage of 
their aid in overcoming wound infections and 
septicemia. War wounds have demonstrated their 
beneficial effects in a striking way, and surgical 
literature is full of data concerning the use of these 
drugs. It is not the function of this paper to dis- 
cuss the relative merits of the different sulfona- 
mide drugs in the treatment of compound frac- 
tures, osteomyelitis and war wounds, but only to 
state that, to date, it would appear that sulfanil- 
amide is the substance of choice to introduce into 
open wounds as a bacteriostatic agent. In addi- 
tion to this, one must always keep in mind the 
supreme importance of careful débridement and 
mechanical cleansing, the use of saline instead of 
iodine or alcohol as a cleansing solution, the value 
of plaster-of-Paris immobilization and the advan- 
tages of infrequent dressings. 
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PROCEEDINGS OF THE COUNCIL 
Stated Meeting, October 7, 1942 


STATED meeting of the Council of the 

Massachusetts Medical Society was called to 
order at 10:30 a.m. in John Ware Hall, 8 Fenway, 
Boston, on Wednesday, October 7, 1942, by the 
president, Dr. George Leonard Schadt, Hampden; 
196 councilors were present (Appendix No. 1). 

The records of the annual meeting held on 
May 25 and 26, 1942, as published in the June 25, 
1942, issue of the New England Journal of Medt- 
cine, were presented by the Secretary. 

The vice-president, Dr. Peirce H. Leavitt, moved 
their acceptance. This motion was seconded by 
a councilor, and it was so ordered by vote of the 
Council. 


Report oF Executive ComMMITTEE 


This report (Appendix No. 2) was presented 
by the Secretary. He announced that the commit- 
tee held two meetings during the summer, one a 
special session, held on July 10, and the other a 
regular meeting, held on August 26. 

The meeting of July 10 was called by the presi- 
dent, Dr. George Leonard Schadt, in consequence 


of a letter received from Dr. Frank H. Lahey, 
chairman of the Directing Board of the Procure- 
ment and Assignment Service. This letter was by 
way of an answer to a resolution offered by Dr. 
Reginald Fitz, state chairman of the Procurement 
and Assignment Service, and adopted by the Mass- 
achusetts Medical Society at its annual meeting on 
May 26, 1942. The Society, by this resolution, 
memorialized the Surgeon General, the Directing 
Board of the Procurement and Assignment Serv- 
ice and others for the purpose of making avail- 
able for commissions in the medical corps of the 
armed forces a certain pool of physicians in Mass- 
achusetts who had been declared ineligible for 
such commissions. The committee recognized that 
the acceptance of the proposition submitted in Dr. 
Lahey’s letter would involve the amending of the 
by-laws of the Massachusetts Medical Society. The 
committee further took notice of the fact that such 
an amendment could not be effective until passed 
on by the Society in May, 1943, a date much too 
late to be of use as a means of meeting what was 
then represented as an emergency. 
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The Secretary then spoke of the correspondence 
that followed with the Procurement and As- 
signment Service and the Office of the Surgeon 
General, which culminated in an agreement be- 
tween the Massachusetts Medical Society and the 
office of the Surgeon General whereby the Sur- 
geon General would include in the papers to be 
executed by the graduates of unapproved medical 
schools who applied for commissions in the Army 
the following form: 


Medical School, located in 
engaged in the practice of medicine in Massachusetts, 
- having been licensed by this state since ................ 
He is, so far as is known, an ethical practitioner of medi- 
cine. He would be eligible to apply for membership in 
the Massachusetts Medical Society if he had been in prac- 
tice for five years. Having attained such membership, 
he would be accredited to the District 
Medical Society. 


Signed 


District Medical Society 

N.B. The applicant should bring his diploma and cer- 
tificate of licensure to the district secretary. 


The Secretary said that the Executive Committee 
had approved of this arrangement and moved that 
the Council do likewise. This motion was sec- 
onded by Dr. Charles J. Kickham, Norfolk, and 
it was so ordered by vote of the Council. 

The Executive Committee, acting on the recom- 
mendation of the Committee on Membership, re- 
stored four former fellows to membership, denied 
the petition of one fellow to be so restored and al- 
lowed one fellow to change his membership from 
one district to another without changing his place 
of residence. 

The report spoke in the highest terms of a re- 
port on state-aided cancer clinics by Dr. Channing 
C. Simmons, of Newton. The Council extended 
a rising vote of thanks to Dr. Simmons for his 
work in connection with this report. 

The committee spoke of having reviewed the 
report of the Committee on Cancer, submitted by 
the chairman, Dr. Shields Warren, Suffolk. The 
committee approved the recommendations con- 
tained in this report. 

The committee reviewed the report of the Com- 
mittee on Public Relations, submitted by the 
secretary, Dr. Elmer S. Bagnall, Essex North. The 
committee approved the recommendation con- 
tained in this report. 

The committee voted to lay on the table a 
letter from Mrs. John L. Bauer. This letter had 
been referred to the committee by the Council and 
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had to do with the formation in Massachusetts 
of a ladies’ auxiliary to the American Medical 
Association. 

Action on the petition of Dr. Frank R. Ober, 
Suffolk, past president, that two delegates be ap- 
pointed to the annual meeting of the Associated 
State Postgraduate Committees was postponed. 

The committee on the petition of Dr. Dwight 
O'Hara, Middlesex South, recommended the dis- 
continuance of the Committee Appointed to Study 
the Practice of Medicine. The Secretary moved the 
adoption of this recommendation. The motion 
was seconded by a councilor, and it was so ordered 
by vote of the Council. 

The committee, on the recommendation of Dr. 
Henry R. Viets, of Boston, recommended the dis- 
continuance of the Committee on Army Medical 
Library and Museum. The Secretary moved the 
adoption of this recommendation; the motion was 
seconded, and it was so ordered by vote of the 
Council. 

The committee voted to lay on the table the 
petition of Dr. Leroy E. Parkins, Suffolk, that the 
Council of the Massachusetts Medical Society re- 
quest the American Medical Association to change 
the place of its annual meeting from San Francisco 
to some city in the Middle West. 

The committee endorsed the work of the 
National Physicians Committee for the Exten- 
sion of Medical Care and recommended that the 
Council of the Massachusetts Medical Society do 
likewise. The Secretary moved the adoption of 
this recommendation; the motion was seconded, 
and it was so ordered by vote of the Council. 

The committee considered a plan offered by 
the Yankee Network intended to inform the pub- 
lic of the necessity of conserving doctors’ time 
and energies during these times. The committee 
voted not to accept this plan. : 

The report spoke of a proposal of Dr. W. 
Richard Ohler, of Jamaica Plain, and others that 
the Massachusetts Medical Society enter in joint 
sponsorship with Harvard, Tufts and Boston Uni- 
versity medical schools whereby postgraduate in- 
struction might be provided for the medical officers 
of the Army and Navy on active duty within the 
confines of Massachusetts. The committee ap- 
proves this proposal and recommends its adop- 
tion. The Secretary moved the adoption of the 
recommendations; the motion was seconded, and 
it was so ordered by vote of the Council. 

The committee approved of certain ad-interim 
appointments made..by the President. 

The Secretary moved the adoption of the re- 
port as a whole. The motion was seconded by 
a councilor, and it was so ordered by vote of the 
Council. 


Place . 

Date . 

is known to this society as a graduate of ‘seriaaneie 
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Reports OF STANDING COMMITTEES 


Arrangements (Dr. Gordon M. Morrison, Middle- 
sex South, chairman) 

This report (Appendix No. 3) was presented by 
Dr. Morrison. 

He announced that the annual meeting will 
be held on May 17, 18 and 19, 1943, at the Hotel 
Kimball in Springfield. The annual meeting of 
the Council will be held on the evening of May 17. 

Dr. Ralph R. Stratton, Middlesex East, moved 
the acceptance of the report. The motion was sec- 
onded by a councilor, and it was so ordered by 
vote of the Council. 


Publications (Dr. Richard M. Smith, Suffolk, 
chairman) 


No report. 


Membership (Dr. Harlan F. Newton, Suffolk, 
chairman) 


No report. 


Finance (Dr. John Homans, Suffolk, chairman) 

Dr. Homans said his committee was offering no 
formal report. He pointed out that, under the new 
by-laws, chairmen of committees that will need 
funds to prosecute their work must prepare budg- 
ets that they must send to the Committee on 
Finance. The budget so presented must specify 
the purpose of all expenditures of $100 or more. 

He said that he had already sent out to the 
chairmen of the various committees a preliminary 
form, which would be of aid to them in reporting 
their proposed expenditures. 

He pointed out that there was no provision in 
the by-laws which made it mandatory for the of- 
ficers of the Society to submit a budget. He added, 
however, that it was his opinion that there would 
not be much difficulty in this direction. 

Dr. Carl Bearse, Norfolk, moved .the adoption 
of this report. This motion was seconded by a 
councilor, and it was so ordered by vote of the 
Council. 


Ethics and Discipline (Dr. Ralph R. Stratton, 
Middlesex East, chairman) 
No report. 


Medical Education (Dr. Robert T. Monroe, Nor- 
folk, chairman) 

This report (Appendix No. 4) was offered as a 
preliminary report. A final report on the nursing 
situation produced by the War will be offered at 
the next meeting of the Council. 

Dr. Monroe pointed out that the armed forces 
have asked for 60,000 registered, single nurses, 
forty-five years or younger, who are in good physi- 
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cal condition. The committee believes that this 
demand can be met, pointing out, however, that 
this will create a shortage of nurses for civilian 
needs. The necessity of lowering the educational 
and training standards for graduate nurses, never- 
theless, is not at hand. Future needs may possibly 
make such changes necessary. 


The report mentioned the excellent work done 
by the Red Cross nurses’ aides. A wider utiliza- 
tion of the attendant nurse was urged, and it was 
recommended that a campaign be begun at once 
to train large numbers of such nurses. The com- 
mittee does not believe that such training should 
go on side by side with the training of the gradu- 
ate nurse. The report further stated, however, 
that such an experiment is being tried at the Bev- 
erly Hospital. 


Dr. Altert A. Hornor, Suffolk, moved the adop- 
tion of the report. This motion was seconded by 


a councilor, and it was so ordered by vote of the 
Council. 


Public Health (Dr. Francis P. Denny, Norfolk, 


chairman) 
No report. 


Medical Defense (Dr. Arthur W. Allen, Suffolk, 


chairman) 
No report. 


Society Headquarters (Dr. William H. Robey, 
Suffolk, chairman) 


No report. 


Industrial Health (Dr. Dwight O’Hara, Middlesex 
South, chairman) 


This report was as follows: 


Each of the committee’s meetings has been attended 
by a representative of the State Department of Public 
Health and by the director of the Division of Occu- 
pational Hygiene of the State Department of Labor and 
Industries. Other meetings have also been honored 
by the presence of a member of the Council of Indus- 
trial Health of the American Medical Association, the 
president and secretary of the Massachusetts Medical 
Society and the state chairman of the Procurement and 
Assignment Service. The committee has also had the 
hearty co-operation of the editor of the New England 
Journal of Medicine and has made contact with the 
Associated Industries of Massachusetts. 

With these reinforcements the committee has been 
able to visualize some of the problems now faced and 
about to be faced in industrial health in this state. 
An attempt has been and is being made to express these 
problems to the fellows of the Society by the publica- 
tion of announcements and editorial comments in the 
pages of the New England Journal of Medicine. One 
of these editorials has been reprinted in full in Jndus- 
trial Medicine, one of the nation-wide manufacturers’ 
publications. 
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This reinforcement of the committee also enabled it 
to secure, distribute and publicize to every doctor in 
Massachusetts a copy of the pamphlet, Manual on 
Industrial Health for Defense, prepared by the Massa- 
chusetts Committee on Public Safety. 

On August 17 the committee voted that it “constitute 
itself as an agency to gather what information it can 
concerning doctors who may be available for industrial 
work and also information concerning possible place- 
ments for such doctors, working of course in co- 
operation with the Procurement and Assignment Service 
and with due regard for other than industrial need 
for medical service.” Subsequently those doctors who 
indicated on their Procurement and Assignment blanks 
a primary interest in industrial practice have been in- 
vited to register with the committee. Of about 600 
doctors, 260 had responded on October 4. The infor- 
mation thus obtained is being transferred to a punch- 
card system and will be available in case inquiries ap- 
pear from industrial plants looking for medical service. 
To date there has been only one such inquiry, and it is 
likely that there is not as yet an acute shortage of indus- 
trial medical service. If such a shortage develops, how- 
ever, or if the needs of industry rapidly expand in 
Massachusetts, the committee hopes to be in a position 
to be helpful. 

The committee has also voted to hold a full-day 
“institute” on industrial health this fall and, with the 
help and co-operation of the Committee on Postgradu- 
ate Education, is preparing a program for Saturday, 
November 7, morning, afternoon and evening, at the 
Harvard Club of Boston. The committee is very much 
aware that no single program can cover the urgent 
matter in the field and is therefore hoping that the 
need and the interest may be sufficiently localized 
profitably to repeat or amplify this type of activity. 
Much more ambitious programs are under way in other 
parts of the Nation, and it may be that this method 
will prove itself a valuable one in the near future. 
At the moment, the committee is most perplexed to 
know how to reach the particular physicians who are 
most vitally concerned and strategically placed to make 
the largest contributions — those who are employed on 
part time or only casually in the small plants that are 
now rushing war production. Such plants employ 
three quarters of the labor in this state, but utilize 
an ever so much smaller fraction of the medical super- 
vision that might be made available to them. 


It was moved by Dr. Homans and seconded by 
a councilor that the report be accepted, and it was 
so ordered by vote of the Council. 


Reports oF SPECIAL CoMMITTEES 


Public Relations (Dr. Elmer S. Bagnall, Essex 
North, secretary) 


This report (Appendix No. 5) spoke of a con-’ 


ference which the committee had had with Mrs. 
Emma Tousant, chairman of the Industrial Acci- 
dent Board. Out of that conference came the fol- 
lowing recommendation by the committee: 


Your committee recommends that the President be 
authorized to appoint a subcommittee (not necessarily 
limited to the membership of the Committee on Public 
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Relations) to confer with the newly appointed Medical 
Advisory Committee of the Industrial Accident Board 
to see what should be done and can be done to improve 
certain aspects of the medical administration of the 
Act, particularly those related to hospitalized cases. 


Dr. Bagnall moved the adoption of the report. 
This motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 

Dr. Carl Bearse moved the adoption of the rec- 
ommendation contained in the report of the Com- 
mittee on Public Relations. This motion was sec- 
onded by a councilor, and it was so ordered by 
vote of the Council. 


Tax-Supported Medical Care (Dr. Bagnall, chair- 
man) 


This report was as follows: 


The Committee on Tax-Supported Medical Care has 
had no meetings since the last meeting of the Council. 
Matters are being referred by the Department of Public 
Welfare at the State House for consultation. These 
are being handled in some instances by reference to 
a special committee in the district concerned and de- 
cisions concerning policy are being satisfactorily ar- 
rived at. 

This is the course the committee plans to follow 
pending developments that would indicate more active 
operations. 

Dr. Bagnall moved the adoption of this report. 
The motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Postpayment Medtcal-Care Costs through Banks 
(Dr.. Bagnall, chairman) 

Dr. Bagnall stated that, since the last meeting of 
the Council, the Bankers Association has had a 
committee working on the further shaping of the 
plan for installment payments; when they are 
ready for action the committee will proceed jointly 
with them to commence operations. 


Dr. Bagnall moved the adoption of this report. 
The motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Prepayment Medtcal-Care Costs Insurance (Dr. 
James C. McCann, Worcester, chairman) 
Dr. McCann presented the report (Appendix 
No. 6). It was moved and seconded that the re- 
port be accepted, and it was so ordered by vote 
of the Council. 


Procurement and Assignment (Dr. Reginald Fitz, 
Suffolk, chairman) 

Dr. Fitz announced (Appendix No. 7) that one 
of the members of his committee, Dr. John J. 
Curley, Worcester North, had entered the Army, 
having been commissioned a major in the Medical 
Corps. He spoke of how valuable had been Ma- 
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jor Curley’s contribution to the work of this com- 
mittee. He added that Dr. Bartholomew P. 
Sweeney, Worcester North, had taken Major Cur- 
ley’s place on the committee. 

He spoke of the distribution of physicians in 
Massachusetts, as of the year 1941, and offered a 
table to supplement his remarks. 

He said that the figures in the table suggested 
that the majority of members of the Society had 
filled out their enrollment forms. He added, how- 
ever, that only 70 per cent of the 7713 doctors 
in the State had done so. He emphasized the 
need of the Army and Navy for young medical 
officers. He said that a random selection of 100 
enrollment forms of physicians thirty-five years 
of age or younger showed that one third of them 
hoped to continue im private practice. Most of the 
latter group, however, were married and had de- 
pendents. 

He expressed the thought that at this time there 
was no real medical depletion in the State. He said 
that this matter is being carefully watched and 
that machinery is at hand to prevent it or to 
cure it, if it arises. 

He added that the medical problem of industry 
is beginning to assume a larger significance than 
heretofore. He added that his committee would 
soon be in a position to help industry find needed 
qualified doctors. 

He said that the much debated question of the 
fate of graduates of substandard schools, licensed 
to practice medicine in Massachusetts, had been 
solved. 

He believed that the work of the committee was 
progressing slowly but steadily along well-ordered 
lines. He spoke in a commendatory manner of 
the co-operation that the committee was receiving 
from the district committees, hospitals, medical 
schools and public-health officials. 

Dr. Fitz moved the acceptance of the report. 
The motion was seconded, and it was so ordered 
by vote of the Council. 


Survey of State-Aided Cancer Clinics (Dr. Chan- 
ning C. Simmons, of Newton) 

The President announced that, inasmuch as 
each councilor had received an advance copy of 
this report (New England Journal of Medicine, 
issue of September 17, 1942, page 458), it was of- 
fered only by title. 

Dr. Shields Warren, Suffolk, moved its adoption. 
This motion was seconded, and it was so ordered 
by vote of the Council. 

It was moved by Dr. Hilbert F. Day, Middlesex 
South, that a rising vote of thanks be extended to 
Dr. Simmons in appreciation of his work. This 
motion was seconded by Dr. Phippen, and on a 
standing vote, it was so ordered by the Council. 


MASSACHUSETTS MEDICAL SOCIETY 


747 
Cancer (Dr. Shields Warren, Suffolk, chairman) 


This report (New England Journal of Medicine, 
issue of September 17, 1942, page 462) made the 
following recommendations: 


That the Council thank Dr. Simmons for his services. 

That it is advisable to suggest to the Department 
of Public Health the maintenance of existing clinics 
with the following exceptions: the state-aided clinics 
at Quincy and at Newburyport should be discontinued. 

That particular study be made of the clinics in 
Brockton, Greenfield, Pittsfield, Springfield and Hyan- 
nis to determine whether they can be more active and 
of greater service to their communities. (The physi- 
cians in these communities are now being interviewed 
to obtain their opinions of the clinics and their sug- 
gestions.) 


Dr. Warren moved the adoption of the recommen- 
dations. This motion was seconded by a councilor, 
and it was so ordered by vote of the Council. 


Postgraduate Instruction (Dr. Reginald Fitz, Suf- 
folk, chairman) 


The committee’s report was as follows: 


The committee voted unanimously to discontinue 
the usual extension courses and the New England Post- 
graduate Assembly during the current year. 

The committee has assisted the Committee on Indus- 
trial Health in developing a postgraduate institute on 
industrial problems in medical practice, which will be 
given at the Harvard Club of Boston on Saturday. 
November 7. The program will be published in the 
New England Journal of Medicine next week; also. 
it will be mailed to every physician in Massachusetts. 

The committee will continue to study current needs 
for postgraduate instruction and will report progress 
at the next meeting of the Council. 


Dr. Fitz moved the acceptance of this report. 
The motion was seconded by a councilor, and it 
was so ordered by vote of the Council. 


Physical Therapy (Dr. Franklin P. Lowry, Mid- 
dlesex South, chairman) 


No report. 
Expert Testimony (Dr. Frank R. Ober, Suffolk, 


chairman) 


Dr. Ober offered a verbal preliminary report, in 
which he said: 


We have had one meeting of the committee, at which 
all members were present, and it was voted that we 
obtain all possible information from the state societies 
in the country and the American Medical Association. 
I received a large package of material from the Ameri- 
can Medical Association a few days ago, and I was told 
that it would have to be returned in six days. It is 
obviously impossible for the committee to absorb all 
the material in six days, and so I am having reprints 
sent from different organizations from which these 
publications came, and we hope to have a regular 
report for the February meeting of the Council. 
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Dr. Ober moved the adoption of the report. The 
motion was seconded by a councilor, and it was so 
ordered by vote of the Council. 


Automobile Insurance Claims (Dr. Henry C. Mar- 
ble, of Boston, chairman) 
No report. 


Convalescent Care (Dr. T. Duckett Jones, of 
Brookline, chairman) 


No report. 


Committee to Study the Practice of Medicine by 
Unregistered Persons (Dr. Richard Dutton, 
Middlesex East, chairman) 


No report. 


Committee to Meet with Massachusetts Hospital 
Association (Dr. Walter G. Phippen, Essex 
South, chairman) 


Dr. Phippen reported as follows: 


The committee appointed to confer with a committee 
from the Massachusetts Hospital Association had re- 
ferred to it the following vote of the Council: 


We believe that insurance cases (Blue Cross, 
Workmen’s Compensation, automobile accidents and 
prepayment medical-costs insurance) should be sub- 
mitted to hospitals in the care of their physician 
of choice. About half the hospitals of this state 
now provide this “private ward” privilege. The 
practice is almost universal outside the Atlantic 
Coast states. We recommend that the Council in- 
struct the Committee to meet with the Massachu- 
setts Hospital Association to see whether there can 
be agreement on a state-wide policy in this matter. 


Dr. Charles Wilinsky, the president of the Massa- 
chusetts Hospital Association, was notified, and on 
August 12 a joint meeting of the two committees was 
held. There was free and open discussion by all mem- 
bers present. It was believed that there might rightly 
be considerable difference of opinion among hospitals 
and among the medical profession at large concerning 
the advisability of treating private patients in free 
wards of hospitals. It was thought, however, that 
since this type of service was apparently desired by 
members of the low-income group and since it could 
be paid for by various types of insurance it probably 
must be accepted. The hospital group stated very 
strongly, however, that in selling the Massachusetts 
Medical Service ward plan it must be made very clear 
that, unless the recipients are protected by a Blue Cross 
policy, they must assume the regular ward cost as 
determined by each individual hospital. It was also 
emphasized that the presence of a considerable number 
of private patients of many doctors in the wards of 
hospitals accredited for training of interns might materi- 
ally interfere with this educational program. 

Therefore, the following recommendations were 
adopted: 


(1) Whenever possible, insurance cases (Workmen’s 
Compensation, industrial accident, automobile acci- 
dent, Blue Cross and Blue Shield) be segregated 
in special wards. 
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(2) Members of the Massachusetts Medical Service 
(Blue Shield) ward plan should be informed that 
they will be accepted to pay the prevailing ward 
rate to the hospital unless they have Blue Cross 
ward-plan insurance. 


(3) Nothing in the operation of the Blue Shield 
plan shall interfere in any way with the standards 
of professional care established by the staffs and 
trustees of the various hospitals. This shall also 
include the standards set for the training of interns. 
Nor shall rules laid down by the hospitals for the 
admission of patients be altered under this plan. 


(4) Nothing in the plans of prepaid insurance for 
medical care shall conflict with the existing policies 
of the various hospitals. 


(5) The two committees strongly recommend that 
the hospitals throughout the Commonwealth co- 
operate with the Blue Shield, so far as possible. 


Dr. Phippen moved the acceptance of the report. 
This motion was seconded by a councilor, and 
it was so ordered by vote of the Council. 

Dr. Phippen moved the adoption of the recom- | 
mendations contained in this report. The motion 
was seconded by Dr. Richardson, and it was so 
ordered by vote of the Council. 


Committee to Examine WPA Records (Dr. Guy 
L. Richardson, Essex North, chairman) 


Dr. Richardson offered the following report 
and moved its adoption: 


A change in the method of handling the work of 
the committee has seemed advisable. The members 
of the committee were making regular visits to the 
WPA office to confer with Mr. Burns — state compen- 
sation officer. Because of the marked and continued 
decrease in the number of WPA employees and the 
consequent reduction in accident cases, together with 
the many added duties of all of us as physicians, a letter 
was sent to Mr. Burns advising him that we should not 
confer regularly at his office but should keep the con- 
tact by correspondence, and be available for conference 
when any matter came up which could not be settled 
properly by letter or telephone. 

To quote from Mr. Burns’s reply to our letter, which 
he dated September 2, the last two paragraphs may be 
of interest: 


Strictly speaking, the Division has been markedly 
free of any controversial matter, and the volume 
of work has decreased to practically nothing. In 
making up this month’s report I find that only 203 
cases were registered for the month of August. 
I well recall the time when this would represent 
a single day’s receipt. 

Of course, we have less than 18,000 employed 
all over the State, which is only about 13 per cent 
of our former personnel. Indeed, if I have any 
problem, I shall seek your assistance without delay. 
Thank you for all the splendid co-operation given 
our organization by the Massachusetts Medical 
Society. 


The motion was seconded, and it was so ordered 
by vote of the Council. 
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Maternal Welfare (Dr. Judson A. Smith, of New- 
ton, chairman) 


No report. 


Rehabilitation (Dr. William E. Browne, Suffolk, 
chairman) 


Dr. Browne reported (Appendix No. 8) that 
his committee had in every way co-operated with 
the Massachusetts Selective Service Headquarters. 
He said that it seemed improbable that the federal 
government will, in the near future, undertake 
any extensive program of rehabilitation. When 
and if the Government does enter into such a 
program, the Massachusetts Medical Society, 
through this committee, will be ready to co- 
operate in an efficient manner. 


Dr. Browne moved the acceptance of the re- 
port. The motion was seconded by a councilor, 
and it was so ordered by vote of the Council. 


Committee to Aid the Boston Medical Library 
(Dr. William H. Robey, Suffolk, chairman) 


Dr. Robey said the committee had nothing def- 
nite to report. 


APPOINTMENTS 


The president offered the following appoint- 
ments: 


AuDITING COMMITTEE 


Dr. Francis C. Hall, of Brookline, chairman 
Dr. Burton E. Hamilton, of Brookline ° 


CouNCIL 


Dr. George L. Gabler, Hampden, replacing Dr. Stanley 
C. Cox, deceased. 

Dr. G. Colket Caner, Suffolk, replacing Dr. Roger I. 
Lee, who has become a member ex officio. 

Dr. Merrill C. Sosman, Suffolk, replacing Dr. Marshall 
N. Fulton, resigned. 

Dr. John F. Casey and Dr. Madelaine R. Brown, Mid- 
dlesex South, replacing Dr. Dwight O’Hara and 
Dr. Eliot Hubbard, Jr., who have become members 
ex officiis. 

Dr. Sumner H. Remick, Middlesex South, replacing 
Dr. Roy D. Halloran, resigned. 

Dr. George A. Buckley, Plymouth, replacing Dr. Peirce 
H. Leavitt, who has become a member ex officio. 
Dr. Herman D. Bone, Worcester North, replacing Dr. 

John J. Curley, resigned. 

Dr. Herbert Coulson, Essex North, replacing Dr. David 

W. Wallwork, resigned. 


Boarps OF CENSORS 


Dr. Andrew J. Leddy and Dr. William M. Stobbs, 
Bristol North, replacing Dr. William H. Bennett 
and Dr. Curtis B. Kingsbury, resigned. 

Dr. William W. Ferrin, Essex North, replacing Dr. 
Arnold P. George, resigned. 
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CoMMITTEE ON Expert TESTIMONY 


Dr. Frank R. Ober, chairman, replacing Dr. George 
Leonard Schadt, resigned. 


Dr. William J. Brickley, replacing Dr. James J. Good- 
win, resigned. 


CoMMITTEE ON ARRANGEMENTS 


Dr. Gordon M. Morrison, chairman (already a mem- 
ber). 

Dr. Sidney C. Wiggin, Dr. Robert H. Barker and Dr. 
Richard I. Smith, replacing Dr. James A. Halsted 
(chairman), Dr. George P. Sturgis and Dr. Henry 
H. Faxon, resigned. 


CoMMITTEE ON REHABILITATION 


Dr. John Fallon, replacing Dr. David C. Dow, de- 
ceased. 


VotTinc MEMBERS IN MassAcHuseTtts HospitTaL 
Service, INc. 


Dr. Donald Munro, replacing Dr. Richard P. Stetson, 
resigned. 


Dr. Ralph R. Stratton, nope Dr. James A. Halsted, 
resigned. 


CoMMITTEE ON MEDICAL DEFENSE 


Dr. Ira M. Dixson, replacing Dr. George S. Reynolds, 
resigned. 


CoMMITTEE TO MEET WITH MaAssACHUSETTS HosPITAL 
ASSOCIATION 


Dr. Edward A. Adams, replacing Dr. Reynolds, re- 
signed. 


CoMMITTEE To AID THE Boston MeEpIcAL LIBRARY 


Dr. William H. Robey, chairman 
Dr. Charles S. Butler 

Dr. David Cheever 

Dr. Michael A. Tighe 

Dr. Shields Warren 


CoMMITTEE TO MEET WITH THE ApviIsORY COMMITTEE 
oF Puysic1ANs APPOINTED BY THE INDUSTRIAL Accl- 
DENT Boarp 


Dr. Daniel J. Ellison, chairman 
Dr. Gordon M. Morrison 
Dr. David D. Scannell 


CoMMITTEE TO WorK Our THE NECESSARY ARRANGE- 
MENTS FOR PosTGRADUATE WorK FOR THE ARMY AND 
Navy 


Dr. W. Richard Ohler, chairman 
Dr. Chester S. Keefer 

Dr. Samuel H. Proger 

Dr. Leroy E. Parkins 

Dr. Frank R. Ober 


Dr. Albert A. Hornor, Suffolk, moved confirma- 
tion of these appointments. This motion was sec- 
onded by Dr. Homans, and it was so ordered by 
vote of the Council. 
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MiscELLANEous BusINeEss 

The President announced that two members 
of the Council had died since the last meeting. 

Dr. Stanley C. Cox, of Holyoke, died June 7, 1942, in 
his sixtieth year. 

Born in South Hadley Falls, he received his degree 
from University of Michigan Medical School in 1910. For 
twenty-one years, he served as associate medical examiner 
and medical examiner for the third district of Hampden 
County. He was head of the local medical division of the 
Massachusetts Committee on Public Safety in Holyoke. 
He was a member of the American College of Surgeons, 
and a fellow of the American Medical Association. 

Dr. Cox is survived by his widow, two sons and three 
daughters. 


Dr. David C. Dow, of Cambridge, died May 27, 1942, 
in his sixty-eighth year. 

Born in Cambridge, he received his degree from Tufts 
College Medical School in 1898. He was an intern at the 
Cambridge Hospital, where he was a member of the staff 
until his retirement a year ago. He was medical exam- 
iner of the First District of Middlesex County, and was 
a member of the American Medical Association. 

Dr. Dow is survived by his widow, a son and a daughter. 


At the request of the President, the Council stood 
in silence for one minute in tribute to the memory 
of Dr. Cox and Dr. Dow. 

Dr. Bagnall, as a preliminary to offering a mo- 
tion, said that he was a little bit concerned about 
the organization of the medical profession and the 
instruction of the public to meet the approach- 
ing shortage of doctors. He said that in Haver- 
hill all men under forty-five years, except one, 
have volunteered for service. He added that this 
naturally placed a very much greater burden cn 
the older men. He said that if the standards 
of medical care were to be maintained, it was 
necessary that the public be educated to conserve 
doctors’ energies. 

Dr. Bagnall then moved that the President be 
authorized to appoint a committee, the number of 
the committee to be at his discretion, to look into 
this subject for report to the Council at a later 
meeting. This motion was seconded by Dr. Fitz, 
and it was so ordered by vote of the Council. 

Dr. James C. McCann, Worcester, was at this 
point recognized by the chair. He asked the coun- 
cilors present to do what they could to stimulate 
their associates to sign the contract submitted by 
the Blue Shield. He added that these signed con- 
tracts were coming in at the rate of about one hun- 
dred each day; in all, about one thousand had 
been received. 

Dr. Hornor asked the following question: “Why 
should an internist sign this contract?” 

Dr. McCann replied as follows: 

That, of course, is always an important point because 


internists will not come fully into the program until 
we have a more complete contract available for the 
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public. But the reasons for signing are two. For the 
most part, this contract goes down through the special- 
ties. It does overlap into x-ray; it overlaps into the 
general man’s work who is doing any orthopedics or 
obstetrics or any anesthesia. Those are the principal 
things covered. It also overlaps, but to a very minor 
degree, in the field of the man who is doing a medical 
consultation practice. Now, those are reasons forming 
one basis for considering participation. The other basis 

. is that, since the Society at large has undertaken this 
thing as the Massachusetts Medical Society’s corpora- 
tion and has presented it to the public from that angle, 
the mere endorsement of it by a large segment of the 
profession, including the internists, will mean a great 
deal toward success. The Society has about 5700 mem- 
bers, and if a large proportion were to sign their 
contracts it would strengthen the initial step and lead 
to inevitable success, and we should be able to say 
to the public that we had a broad participation in it 
by the physicians of the State. Those are the only 
reasons I know. 


At this point in the meeting, Dr. Peirce H. 
Leavitt, vice-president, assumed the chair and Dr. 
Schadt addressed the Council for the purpose of 
backing up everything Dr. McCann had said in 
answering Dr. Hornor’s question. Dr. Schadt 
urged everybody to sign up so as to give emphasis 
to the fact that the Blue Shield is backed by the 
Massachusetts Medical Society. 

Dr. Schadt returned to the chair. 

Dr. Leavitt moved that local committees on 
membership be advised and urged to investigate 
carefully and examine all candidates in regard to 
their ethics and methods of practice. This motion 
was seconded by Dr. Walter H. Pulsifer, Plym- 
outh, and it was so ordered by vote of the Council. 

At 12:30 p.m., Dr. Carl Bearse, Norfolk, moved 
that the meeting adjourn. This motion was sec- 
onded by Dr. Harry F. Byrnes, Hampden, and it 
was so ordered by vote of the Council. 


A. TicHe, Secretary 


APPENDIX NO. | 


ATTENDANCE 
BARNSTABLE H. E. Perry 
J. G. Kelley C. C. Tripp 


W. D. Kinney Essex Nort 


E. S. Bagnall 
L. R. Chaput 
Herbert Coulson 
E. H. Ganley 


BERKSHIRE 


J. J. Boland 
Solomon Schwager 


Bristo. Nortu H. R. Kurth 

W. H. Allen P. J. Look 
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APPENDIX NO. 2 


REPorRT OF THE EXECUTIVE COMMITTEE 


The Executive Committee held two meetings during the 
summer, a special meeting on July 10, 1942, and a regular 
meeting on August 26, 1942, 

The special meeting was called by the president, Dr. 
George Leonard Schadt, in consequence of a letter which 
he had received from Dr. Frank H. Lahey, chairman of 
the Directing Board of the Procurement and Assignment 
Service. This letter was by way of answer to the resolu- 
tion offered by Dr. Reginald Fitz and adopted May 26, 
1942, by the Massachusetts Medical Society at its annual 
meeting. 

The ‘Council will remember that those who had to do 
with supplying medical officers for the armed forces were 
greatly troubled by the fact that there was in this state 
a very considerable pool of licensed doctors who by reason 
of their school affiliations were ineligible for commissions 
in the medical corps of the armed forces. 

The Massachusetts Medical Society, in adopting Dr. Fitz’s 
resolution, memorialized the Surgeon General of the 
Army, the Directing Board of the Procurement and As- 
signment Service and others for the purpose of having 
the above ruling modified so as to make the members of 
this pool eligible for commissions under certain circum- 
stances, which circumstances were set forth in the reso- 
lution. 

We received acknowledgment of the receipt of this 
resolution from the Procurement and Assignment Service 
and from Surgeon General Magee. The Surgeon General's 
reply was received on June 15, 1942. In this letter he set 
forth four conditions under which the doctors in question 
would be accepted as applicants for commissions in the 
Medical Corps of the Army. One of these circumstances 
involved membership in the Massachusetts Medical So- 
ciety. As these men had not been in practice for the 
necessary five years and consequently were not eligible 
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to apply for membership in our organization, the Sur- 
geon General’s letter did not solve the problem. 

Dr. Lahey’s letter, the reason for this special meeting, 
submitted a proposition in which the Surgeon General 
was reported to have concurred, This proposition involved 
an amendment to our by-laws. The Executive Com- 
mittee, while expressing its every desire to be of service, 
felt that the acceptance of the proposition submitted in- 
volved the lowering of the standards of the Massachusetts 
Medical Society and that, furthermore, such a sacrifice 
would be without purpose inasmuch as any amendment 
to our by-laws could be ratified only at our annual meet- 
ing in May, 1943 — certainly a too distant date to be of 
use in meeting what was at that time represented as an 
emergency. 

Dr. Lahey was acquainted with the viewpoint of the 
Executive Committee. 

On July 22, 1942, our office was in receipt of a letter 
from Dr. Lahey in which he enclosed a photostatic copy of 
a letter which he had received from Lt. Col. Lull, as- 
sistant to the Surgeon General. Colonel Lull’s letter indi- 
cated that the Executive Committee’s acts at its special 
meeting had come to the Surgeon General’s attention. I 
will quote two paragraphs from this letter which refer to 
graduates of a certain medical school not on the approved 
list. 

If these physicians meet the other qualifications, and 
have been practicing Jess than five years, the Surgeon 
General will accept a statement from the secretary of 
the county or district society to the effect that they 
are engaged in the ethical practice of medicine, and 
would be eligible for membership in the Society, ex- 
cept for the fact that they have been in practice less 
than five years. 

The physicians who have been in practice for over 
five years, and who are not members of their district 
societies, will be denied commissions. 


The President and Secretary, being satisfied that they 
understood the feeling of the Executive Committee in this 
matter, were somewhat troubled by the language which 
reads “and would be eligible for membership in the So- 
ciety, except for the fact that they have been in practice 
less than five years.” We suggested to the Surgeon Gen- 
eral that this language be changed so as to read, *. . . 
be eligible to apply for membership in the Society. . . .” 

The significance of such a change was not apparent to 
the Surgeon General, and there was further correspond- 
ence. This finally took the form of a statement from us 
to him as to how we felt we might be of help in this 
matter. We enclosed a form which we would direct the 
district secretaries to execute when presented by the ap- 
plicant for a commission. Lt. Col. Lull suggested one 
very slight change in the form. This change has been 
made. The final form agreed upon is now on the screen 
[see page 744]. This form will be made part of the papers 
which the graduate of an unapproved school must have 
executed when applying for a commission in the Medica! 
Corps of the United States Army. 

As time was of the essence in this matter, a letter en- 
closing a copy of the form has already been sent to each 
district secretary asking him to evaluate the applicant from 
the standpoint of the circumstances outlined in the form. 
This is not a very great chore in the ordinary sized dis- 
tricts. In the larger ones, it may be necessary to set up 
some simple machinery to aid the secretary in arriving at 
the proper conclusion with regard to the individual appli- 
cant. The method, we are sure, may be safely left in the 
individual district. 
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No report on this matter would be complete without 
acknowledging the help received from Dr. Lahey, Dr. 
Fitz and Lt. Col. Marble. The Executive Committee 
hereby acknowledges with thanks that help. In the name 
of the Massachusetts Medical Society we have written the 
Surgeon General thanking him for this opportunity to 
serve. 

The Executive Committee has approved of the method 
pursued and the conclusion arrived at in this matter. 

The Executive Committee, acting on the recommenda. 
tions of the Committee on Membership, has 


(1) Restored the following physicians to membership 
provided all their obligations to the Society are 
discharged within one month: 

Gaspard M. Garoyan, Belmont 

Lt. Col. Frank E. Lewis, Nantucket 
Hugh B. Roney, Pittsfield 

H. Sinclair Tait, Palmer 


(2) Denied the request of Dr. John F. McDonald that 
he be restored to membership. 

(3) Permitted Dr. Albert B. Ferguson to change his 
membership from Norfolk to Plymouth without 
changing his place of residence. 


The Executive Committee was greatly impressed by the 
excellence of the report offered by Dr. Channing Simmons 
in the matter of his survey of the state-aided cancer clin- 
ics. This report has been sent to each councilor, together 
with the report of the Committee on Cancer, Dr. Shields 
Warren, chairman. The recommendations contained in 
this latter report were approved by the committee. 

The Executive Committee reviewed the report of the 
Committee on Public Relations, Dr. Elmer S. Bagnall, 
secretary, and approved of the recommendation contained 
therein. 

The committee reviewed the report of the Committee 
Appointed to Confer with the Massachusetts Hospital As- 
sociation, Dr. Walter G. Phippen, chairman. The com- 
mittee approves of the recommendations contained therein. 

A letter from Mrs. John L. Bauer, presented to the Coun- 
cil at its annual meeting and referred to the Executive 
Committee, was laid on the table. This letter had to do 
with the formation in Massachusetts of a ladies’ auxiliary 
to the American Medical Association. 

Action on the suggestion of Dr. Frank R. Ober that two 
delegates be appointed to the annual meeting of the 
Associated State Postgraduate Committees was postponed. 

The committee was in receipt of a letter from Dr. 
Dwight O’Hara, chairman of the Committee Appointed 
to Study the Practice of Medicine, asking for the discon- 
tinuance of this committee. The Executive Committee so 
recommends. 

A letter was received from Dr. Henry R. Viets request- 
ing that the Committee on Army Medical Library and 
Museum be discontinued. The Executive Committee so 
recommended. 

Dr. Leroy E. Parkins suggested by letter that the Coun- 
cil of the Massachusetts Medical Society request the 
American Medical Association to change the place of its 
annual meeting from San Francisco to some city in the 
Middle West. The committee voted to lay this communi- 
cation on the table. 

The Executive Committee took notice of a resolution 
adopted at Atlantic City, June, 1942, by the House of 
Delegates of the American Medical Association, endorsing 
the work of the National Physicians Committee for the 
Extension of Medical Care. The Executive Committee 
voted to endorse the work of this committee and to recom- 
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mend that the Council of the Massachusetts Medical So- 
ciety do likewise. 

The Executive Committee was aware that the calling 
of many doctors into the armed service was putting a se- 
vere strain on the time and efforts of those remaining at 
home. 

A summary of a plan intended to inform the public of 
the necessity of conserving doctors’ time and energies 
was offered by the Yankee Network. The committee, hav- 
ing in mind the dwindling income of the Society conse- 
quent of the war, voted to decline the acceptance of this 
plan. 

Dr. W. Richard Ohler and others proposed that the 
Massachusetts Medical Society, in co-operation with Har- 
vard, Tufts and Boston University Medical schools, spon- 
sor a program of postgraduate instruction for the medical 
officers of the Army and Navy on active duty within the 
confines of Massachusetts. Preliminary conversations in- 
dicated that the schools, the Army and Navy were willing 
to participate in such a program. 

The committee voted to recommend to the Council that 
the Massachusetts Medical Society enter into such a pro- 
gram and that the President be authorized to appoint a 
committee of five to represent the Society in such joint 
sponsorship. 

Certain ad-interim appointments, which will be offered 
by the President later in the meeting, were approved by 
the Executive Committee. 


A, Ticue, Secretary 


APPENDIX NO. 3 


REPORT OF THE COMMITTEE ON ARRANGEMENTS 


After a conference with the president and secretary of 
the Society, the Committee on Arrangements held a meet- 
ing at which it was decided to hold the next annual meet- 
ing on Tuesday and Wednesday, May 18 and 19, 1943, 
with the annual meeting of the Council on the evening 
of May 17. The Council, at its meeting last May, chose 
the meeting place as Springfield. 

Your committee anticipates that the 1943 meeting of 
the Society will be smaller in numbers and in exhibits 
than for the past few years, owing to gasoline rationing, to 
the fact that so many of our members have joined the 
armed forces and to other wartime conditions, For this 
reason we believe that the entire meeting can and should 
be held in the Hotel Kimball rather than in the Munici- 
pal Auditorium as it was the last time we visited Spring- 
field. 

Gorpvon M. Morrison, Chairman 


APPENDIX NO. 4 


OF THE COMMITTEE ON Mepicat EpucaTION 


At the request of the Executive Committee on June 24, 
1942, we have investigated the nursing situation which 
has been produced by the war. We have consulted ma- 
terial from the American Nurses’ Association and the hos- 
pital reports of the American Medical Association, and 
we have had conferences and correspondence with several 
hospital and nursing-school executives and with the Army 
Nurses’ Corps. These data impress us as requiring tur- 
ther study. The problem is complicated. It seemed best 
to ask your permission to accept a preliminary report to- 
day and to render a final statement at the next meeting. 
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The sense of the following conclusions has been accepted 
unanimously by the committee. 


(1) The armed forces have asked for 60,000 registered 
graduate nurses, single, under forty-five years of age and 
in good physical condition. Figures show that this need 
can be met, for in 1941 a national nurses inventory found 
75,000 to 80,000 qualified women, and nursing schools 
will graduate 15,000 to 20,000 more this year. However, 
Army authorities have stated that they have had difficul- 
ty in getting nurses to sign up. We recommend, therefore, 
the closest possible co-operation between the Army Nurses’ 
Corps and the hospital executives and nursing-school execu- 
tives with a view to impressing on nurses who are quali- 
fied that it is their duty to join. It may be advisable to 
establish a nurses’ procurement and assignment office to 
allocate them fairly. Perhaps the Army might be per- 
suaded to accept certain married nurses, for marriage has 
not been a bar to the WAACs and WAVES. 

(2) The loss of so many nurses to the armed forces 
will create a serious shortage of nurses available for civilian 
needs. It has already done so. However, it is our con- 
sidered judgment that at the present time there is no ne- 
cessity for lowering the educational and training standards 
for graduate nurses, to speed up production, If the emer- 
gency increases, the possibility of some modification should 
be entertained. This would require changes in legislation 
in nursing registration regarding each of the forty-eight 
states. 

(3) Auxiliary nurses can be developed to meet the 
present situation. The Red Cross nurses’ aides are im- 
portant. They are for the most part mature women, they 
are taught quickly, and they have rendered excellent 
services already. Some five hundred centers are training 
them throughout the country. Perhaps 20,000 of the 
hoped-for 100,000 have received certificates. The program 
is heartily endorsed. Other less voluntary services should 
be explored. For example, inactive graduate nurses who 
cannot return to full duty might be given part-time work. 

(4) The attendant nurse is worthy of far more con- 
sideration than she has received. Her course is only twelve 
to eighteen months long, and her educational requirements 
are not so great as those for the graduate nurse. Yet she 
is trained to do the jobs which are not emphasized in 
regular schools or for which the graduate nurse usually 
shows little aptitude — namely, the care of patients in 
their homes and the care of chronic illness. Therefore, 
she is just the nurse to be relied on for rapid development 
and for tasks imposed by civilian disaster. It is recom- 
mended that the American Nurses’ Association, hospital 
executives and physicians recognize her value explicitly 
and do all in their power to raise her morale. It is also 
desirable that government agencies utilize her wherever 
possible, as in veterans’ hospitals and other chronic hos- 
pitals for chronic diseases. 

A campaign should be begun at once to train large num- 
bers of attendant nurses. This can be done without delay 
and with little cost if applicants can be attracted. The 
Household Nursing Association is running at only about 50 
per cent of its capacity; it could double its capacity by using 
its eight affiliated hospitals more fully. There are 7 other 
attendant nursing schools in this state. More could be es- 
tablished if all the accredited small hospitals were en- 
gaged. 

It has been suggested that attendant nursing schools be 
formed in large hospitals alongside their regular nursing 
schools. This suggestion is opposed by the great majority 
of nursing educators and hospital administrators, and by 
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attendant nursing educators themselves. We believe 
that the experiment is not necessary and is not feasible be- 
cause the two types of training are so different in objec- 
tives and in material required. Nevertheless it is being 
tried at the Beverly Hospital at the request of Mr. Fred- 
erick Ayer. The results will be instructive. 


Rosert T. Monroe, Chairman 


APPENDIX NO. 5 
Report OF THE COMMITTEE ON Pustic RELATIONS 


The Committee on Public Relations has had a confer- 
ence with Mrs. Emma Tousant, chairman of the Indus- 
trial Accident Board, concerning hospitalized beneficiaries 
of the Act. Mrs. Tousant believes that too often these 
patients do not get early and adequate care. She has con- 
ferred with insurance representatives, and they favor a 
gentleman’s agreement to take care of the situation, rather 
than new legislation. 

Preliminary discussion makes it apparent that there are 
problems that might be corrected by a meeting of minds. 
Your committee recommends that the President be au- 
thorized to appoint a subcommittee (not necessarily limited 
to the membership of the Committee on Public Relations) 
to confer with the newly appointed Medical Advisory 
Committee of the Industrial Accident Board, to see what 
should and can be done to improve certain aspects of the 
medical administration of the Act, particularly those re- 
luted to hospitalized cases. 

E. S. Secretary 


APPENDIX NO. 6 


REPORT OF THE COMMITTEE CONCERNED WITH PREPAYMENT 
MepicaL-Care Costs INsuRANCE 


The present opportunity is taken to make a report of 
progress concerning Massachusetts Medical Service. 1 
should like to establish at this time the precedent of the 
president of the corporation making periodic reports to 
the Council on the progress of the Service. There are, 
furthermore, two other points at which intimate contact 
may be maintained between the profession and the cor- 
poration — first, the president can keep in touch with the 
districts by periodic meetings with the chairmen of the 
local professional-service committees and, second, the five 
physician members of the Board of Directors can sit at 
intervals with the members of the corporation (the Execu- 
tive Committee of the Council) and thus be kept alert to 
the reactions of the physicians of the State. The mainte- 
nance of these close contacts will serve to maintain a prop- 
er understanding between the various groups involved in 
this venture. 

It might be of interest to you to learn the fate of the 
resolution adopted by this group at its annual meeting rela- 
tive to the principle of medical-service contracts. The 
resolution was presented and ably carried to the House of 
Delegates of the American Medical Association by your 
delegates, being presented on the floor by Dr. Mongan. 
With some slight change of wording it was adopted by the 
House of Delegates. Favorable comment on this action 
has appeared several times during the past few months 
in national publications interested in such problems. 

It would be well at this time to take note of our in- 
debtedness and express our appreciation to the lay mem- 
bers of the Board of Directors. Through the summer 
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months they have met several times in an effort to bring 
this endeavor to culmination. We are also indebted to 
the physicians who sat in the various committees which 
completed the necessary actions required to start the pro- 
gram. Particularly should we express our indebtedness to 
Dr. Nye and his associates on the staff of the New England 
Journal of Medicine for their whole-hearted co-operation 
in carrying information on the development of the pro- 
gram to the profession during the summer. 

Very briefly I now report to you the actions that have 
been taken’ as a result of the several recommendations 
adopted by you on February 4, 1942. With reference to 
two recommendations,—one establishing the income 
levels of eligibility for service contracts as contrasted to 
indemnity contracts, and the other establishing the prin- 
ciple of developing a complete medical-care program 
through partial coverage contracts, — the Board of Direc- 
tors voted approval of both these basic principles. With 
regard to the privilege asked to hire the services of an 
actuary, we did not find such a step necessary. Ample 
advice and help was forthcoming from Mr. Cleary, the 
actuary in the State Department of Insurance. The sup- 
plementary recommendation that empowered the Com- 
mittee on Public Relations, the Executive Committee of the 
Council and additional appointees to review and establish 
the fee schedule and contracts was carried out by a sum- 
mer meeting of this group. Two other recommendations 
—the first with reference to the selection of a director 
and the second relating to the establishment of a fund of 
$25,000 by the Society — have been acted on. It is the 
opinion of the corporation that the financial requirements 
established by the Department of Insurance render it in- 
advisable at this time to employ full-time salaried agents. 
For the present, medical matters should be handled by 
voluntary committees of the Society. Business and admin- 
istrative matters must be handled on a contract basis 
through the offices and agents of the Blue Cross. The 
financial requirements established by the Department of 
Insurance make no other course possible. What the fu- 
ture holds, so far as the relation of the two corporations 
is concerned, must evolve on the basis of experience. The 
remaining recommendation relates to the contractural re- 
lation between the Blue Cross and Massachusetts Medical 
Service. A carefully drawn contract supervised by the 
Department of Insurance safeguards the independent iden- 
tity of the two corporations, and establishes the basis for 
the distribution of costs between the two corporations. It 
provides for the issuance of each corporation’s contracts 
separately as well as jointly. The contract is renewable 
yearly. 

It might prove of interest to you to have a brief report 
of the meetings that have carried this program into effect. 
As you will recall, prior to the annual meeting of the 
Society last spring, the Board of Directors of the corpora- 
tion met and completed all necessary papers required to 
procure a charter. The charter was granted at the time 
of the annual meeting. At a subsequent meeting of the 
Board, in June, officers were elected, committees estab- 
lished, and approval voted of the general program as out- 
lined by the Society. In July the Executive Committee of 
the corporation met with the actuary of the Department of 
Insurance, and the whole problem of the premium struc- 
ture was thoroughly studied and decisions made. In 
August all basic contracts were studied by the Board and 
prepared for submission to the Department of Insurance. 
Following this, there were lengthy discussions with the 
representatives of the Department of Insurance, as a re- 
sult of which the contracts were rewritten many times 
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until they satisfactorily conformed with all the depart- 
ment’s requirements. This has been one unavoidable 
factor in delaying the start of the program. When all 
documents were in acceptable form, they were presented 
to the Executive Committee of the corporation for approval. 
Finally, in early September, the Commissioner of Insur- 
ance signed approval of all the documents and the pro- 
gram was launched. Since that time our whole endeavor 
has been to bring information to the physicians and solicit 
their enrollment as participating physicians. It is essen- 
tial that a sufficient number of doctors be enrolled in any 
given area before sale of the contract to the public in 
that area will be justified. 

I should like to show you now the organizational ar- 
rangement of Massachusetts Medical Service, so that you 
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Next to the left, is the Interlocking Services 

Committee, composed of two members from Massachu- 
setts Medical Service, two members from the Blue Cross 
and one member who sits on the boards of both corpora- 
tions. Next, in the center, is the Executive Committee, 
which can be quickly called to handle such problems as 
demand immediate action and cannot await the regular 
meeting of the whole Board. Next to the left is the 
Financial Committee, which of course is of major impor- 
tance in any corporate organization. Finally, at the ex- 
treme left, is the Central Professional Service Committee, 
also required by the by-laws, which will be the effective 
group for introducing, for consideration by the Board of 
Directors, expert, studied, accurate reports on vital medi- 
cal matters which will be assured support by the partici- 
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may understand how the by-laws that you adopted will be 
put into practical effect. Figure 1 shows the manner in 
which the Board of Directors has been organized into 
subcommittees, and the method of contact between the 
profession and the Board. The single block at the head 
represents the Board of Directors, the effective managers of 
the corporation. The next line of blocks indicates the 
membership of the three component groups in the Board 
— the lay, the medical and the subscriber representatives. 
The personnel of these groups has been publicized in the 
Journal and in the press so that you are quite familiar with 
these names. The next single block — committees — in- 
dicates the breakdown of this whole group into effective 
functional units, which can carry out the many and 
varied tasks of such a managerial group. In the next row 
of blocks are the five functional committees established 
within the Board. At the extreme right is the Actuarial 
Research Committee, the establishment of which was re- 
quired in our by-laws. The Insurance Commissioner be- 
lieves that this should be an extremely active and important 
committee in guiding the future development of the cor- 
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pating physicians (without which there would be no cor- 
poration). This will guard against hasty unstudied ac- 
tion in significant medical matters, which, if taken even 
inadvertently, might have a violently disruptive effect 
on the affairs of the corporation from withdrawals of par- 
ticipating physicians.- In the early organizational work, 
this mode of approach has functioned effectively and 
efficiently. In the next line of blocks are the effective day- 
by-day administrative units of such an organization, At 
the extreme right is the executive director with, of course, 
his entire administrative office force, which works under 
his direction. At the left is the medical administrative 
element, either a medical director or voluntary medical- 
society committees. The restrictive financial requirements 
of the State Department of Insurance compel us to initiate 
our venture through the medium of voluntary medical- 
society committees. Furthermore, some of the already 
existing plans now state that in the early period of or- 
ganization it is preferable to start with voluntary com- 
mittees rather than with a medical director. The early 
financial problems are difficult and, with our local re- 
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quirements, are prohibitive of paying a medical director 
for some time to come. In the last block are the local 
professional service committees, one in each district medical 
society. Direct contact is maintained between the local 
groups and the Board through both the Central Profes- 
sional Service Committee and the medical director or the 
medidal-society committees. 

Table 1 indicates the allotment of the personnel of the 
Board into the committee positions. Dr. Frank R. Ober, 
with an invaluable background of medical-society activi- 
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tors to meet periodically with the members of the corpora- 
tion (the Executive Committee of the Council). Contact 
with the physicians locally in their districts is of equal im- 
portance, and this is achieved by the interrelation of the 
Central Professional Service Committee and the eighteen 
local professional service committees. Practically, it will 
probably be desirable for the president of the corporation 
tu meet periodically with the chairmen of the local pro- 
fessional service committees. These arrangements and 
contacts minimize disruptive misunderstandings, and ef- 


Committee Membership. 


CENTRAL PROFESSIONAL 


Dr. Frank R. Ober, chairman 
Dr. J. Harper Blaisdell 

Dr. Charles E. Mongan 

Dr. Samuel A. Robins 

One layman (rotating) 


FINANCE 
Thomas G. Brown, chairman 
Dr. Charles E. Mongan 
James Y. Scott 
Daniel J. Boyle 
P. A. O'Connell 


EXECUTIVE 
Dr. James C. McCann, chairman 
Philip M. Morgan 
Dr. Frank R. Ober 
Harold B. Leland 


INTERLOCKING SERVICES 
Dr. J. Harper Blaisdell, chairman 
liver G. Pratt 
J. H. Humphrey 
Two Blue Cross representatives 
George Putnam and 
Dr. Nathaniel W. Faxon 


ACTUARIAL RESEARCH 
Roswell Phelps, chairman 
Dr. Samuel A. Robins 
Ernest A. Johnson 


ties, is chairman of the Central Professional Service Com- 
mittee. Mr. Thomas G. Brown, banker, is chairman of the 
Finance Committee. Mr. Roswell Phelps, director of sta- 
tistics, State Department of Labor and Industry, is chair- 
man of the Actuarial Research Committee. Dr. J. Harper 
Blaisdell, a member of the boards of both the Blue Shield 
and the Blue Cross, is chairman of the Interlocking Serv- 
ices Committcs. We are fortunate to have as members 
of that committee Mr. Putnam, president of the Blue Cross, 
and Dr. Nathaniel W. Faxon, whose leadership has been 
outstanding in both medical and hospital affairs. 

It is important, I believe, that you visualize now the 
functional arrangement of the entire organization which 
you have created. This is, of course, related to the ap- 
pointment of committees from the medical group, which 
has been approved of: by the Executive Committee of the 
Board of Directors. Figure 2 outlines the tentative func- 
tional plans. In the first line of blocks are represented 
two vital factors in the organization. There is the Coun- 
cil, the true representative body of the Society, which has 
fostered, approved and created Massachusetts Medical 
Service. It has established the personnel of the Executive 
Committee of the Council as the voting members of the 
corporation. The fact that these members of the corpora- 
tion are at the same time members of the Council assures 
close and intimate contact with the medical profession. 
In the first line also is the broadly representative Board 
of Directors, elected to act as the managers of the cor- 
poration by the members of the corporation (the Execu- 
tive Committee of the Council). Drawn down from these 
in the second row of blocks is the Central Professional 
Service Committee, which is empowered to initiate acuon 
within the Board of Directors on vital medical matters. 
These men, functioning as the representatives of the pro- 
fession in the Board, must be keenly alert to the senti- 
ment of the profession in these matters, to preserve the 
support and the participation of the physicians through- 
out the State. It is important that these representatives 
keep in intimate contact with the central representatives 
of the physicians and with the local medical groups. The 
first is accomplished by the requirement that action on 
vital medical matters be reported to the members of the 
corporation (Executive Committee of the Council) thirty 
days prior to action. The members, in close contact with 
the Council, may then send resolutions and recommen- 
dations back to these five physician directors. Practically, 
it will probably be desirable for these five physician direc- 


fectually bind the whole profession together in support of 
this important endeavor, 

Carrying out the day-by-day administrative work of the 
corporation entails activities in two distinct planes. One is 
the purely business administrative plane, and this will be 
carried out by the Blue Cross office force on a contractual 
basis; the Blue Cross will function as our salaried agent, 
and the medical corporation will pay its proportionate share 
of expenses. The second plane might be referred to as the 
medical-relations plane. All the remaining blocks refer 
to this segment of activity. Leading down from the Cen- 
tral Professional Service Committee, through which they 
will function, are medical advisory committees made up of 
voluntary committees from the medical society. The 
first two committees are the Medical Publicity Committee 
and the Medical Speakers Committee. In the interests 
of sound public relations with both the profession and the 
subscribers, it is important that the lay publicity agents 
be somewhat advised so that their methods will agree 
with professional practices. Anything that smacks of im- 
proper advertising or the bludgeoning of those physicians 
into participation who have honestly not yet made up 
their minds concerning the merits of the endeavor or 
that does not carry the distinct intentions of the profession 
to the public must be absolutely avoided. The second 
committee, the Medical Speakers Committee, has already 
been proved necessary by the innumerable requests for 
speakers. The third committee, the Medical Review Com- 
mittee, is the profession’s present substitute for a medical 
director. The four items listed below the committee 
block are problems that must occasionally be passed on 
by such a group. In the early stages of organization it is 
probably highly desirable that these matters should be 
passed on by a representative group of physicians, rather 
than by a single individual —a medical director. As ex- 
perience stabilizes these problems they will disappear, 
and then they might be passed over to a medical director. 
In the early formative period it is possible that a medical 
director might be granted more power over these matters 
than the profession is as yet ready to delegate to one man. 
It seems advisable to pass these problems through the 
hands of a small medical review committee, let us say 
eight men. Probably they will be able to make a decision 
quickly on the vast majority of problems. For difficult 
technical problems they will have the Specialist Review 
Pool, made up of three members of each specialty. A 
particular technical problem in orthopedics they can pass 
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down quickly for decision to the three orthopedic sur- 
geons, and such report as they receive back they can relay 
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of physicians in the United States, and also all data ob- 
tained from the enrollment forms so far submitted to the 
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Ficure 2. Functional Organization. 


to the Central Professional Service Committee or to the 
administrative office for action. As the program broad- 
ens in coverage, additional specialist groups may be added 
to the pool. 

For the present, this seems to be a rational method of 
procedure. With experience and time we shall undoubt- 
edly find it advisable to modify this setup. However, in 
all matters — organization, contracts, schedules and so 
forth —I think we should feel that we have established 
a fair base from which to evolve gradually. Adjustments 
all along the line will prove inevitable. This, however, 
gives us a fair basis from which to proceed. 


James C. McCann, Chairman 


APPENDIX NO. 7 


Report OF THE STATE COMMITTEE, PRocuRE- 
MENT AND ASSIGNMENT SERVICE FOR PHYSICIANS 


Since the last meeting of the Council, your committee 
has continued to work industriously. The medical mili- 
tary picture in Massachusetts has begun to clarify itself 
little by little and like any other picture has its good 
and bad sides. 

Dr. J. J. Curley, of Leominster, one of the members of 
your committee, has resigned from it. He grew to feel 
that he could no longer be contented as a civilian and 
therefore applied for a commission. He is now a major 
in the Medical Corps of the Army. His services to your 
committee were invaluable and will be missed greatly but, 
on the other hand, he will make a splendid officer. His 
place has been taken by Dr. B. P. Sweeney, also of 
Leominster. 

Within the past few weeks there have been sent to your 
committee figures dealing with the numerical distribution 


Procurement and Assignment Service by Massachusetts 
doctors. 

The age distribution of physicians in Massachusetts as 
of the year 1941 was as follows: 


Unper 35 35-44 45-54 55-64 65-69 70-74 75 anDOVER 
2048 1990 1310 1189 550 327 298 
(27%) (26%) (17%) (15%) (7%) (4%) (4%) 


The enrollment forms submitted also yield the following 
information: 
MEMBERSHIP OF 


County Massacnusetrs ENROLLMENT 
OR MEDICAL Forms 
District SocteTy SuBMITTED 
(Disrrict) (County) 
Miscellaneous 7 


These figures suggest that the majority of members of 
the Society have filled out their enrollment forms. That 
only 70 per cent of all the 7713 doctors in the State have 
done so, however, indicates that those who have been 
neglectful in supplying information concerning themselves 
still must be asked to fill out the forms at once. It would 
be helpful if all hospitals in the State reminded their 
regular and courtesy staff members to go to this trouble. 

The discrepancy in figures from Middlesex, Norfolk and 
Suffolk is due to the fact that many members of Middlesex 
and Norfolk have offices in Boston and thus are listed 


— | 
| 
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as belonging to Suffolk rather than to their proper district 
society. 

Chief emphasis continues to be laid by both Army 
and Navy on the need for young medical officers. Since 
the commencement of its work your committee has been 
conscious of one serious handicap: we have declared “avail- 
able” a great many young men after endeavoring to study 
each case individually and to be as fair and honest in our 
decision as to their classification as possible. Having de- 
clared a man “available,” however, we soon learned that 
by no means all the individuals so designated had any 
intention of entering the armed forces. 

It is a somewhat striking fact that random analysis of 
100 enrollment forms sent in by doctors from all over the 
State shows that only one third put down Army or Navy 
as their first or second choice of how they hoped to serve 
the country during the national emergency and that a 
third were frank to admit they hoped to continue in pri- 
vate practice. These 100 forms included no names of men 
over thirty-five years of age. Most of these men are mar- 
ried and can claim dependents, thus under present Se- 
lective Service regulations they appear relatively safe from 
being drafted. About the only weapon with which to stim- 
ulate such men to make a patriotic gesture is that of pub- 
lic opinion. Fortunately, as time goes on, this becomes 
stronger; older physicians on hospital staffs and people 
in general are beginning to wonder audibly why certain 
young and healthy physicians are not in service. This 
sort of pressure is making itself felt. Thus each week we 
know of several newly appointed officers. The total num- 
ber of members of the Massachusetts Medical Society who 
are commissioned has not been counted but it is fair to say 
that close to 1000 are now on active duty. We are in- 
formed that the enrollment from Massachusetts lags far 
behind that of most other states and that the need for 
officers from Massachusetts still is great. 

We hear occasional grumbling that certain towns in the 
State have been depleted of young doctors. When such 
rumors are brought to our attention they are investigated 
at once through the district committees. There also has 
been sent us a list of men who put down as first or second 
choice on their enrollment forms a willingness to enter 
civil practice in other localities. Thus, so far there is little 
positive evidence of any real danger of medical depletion 
in any part of the State: in fact there still are a large num- 
ber of young men in almost every district who should be 
encouraged to enter the armed forces rather than to re- 
main behind. Machinery is now at hand to prevent or 
cure unnecessary depletion and we are endeavoring through 
Selective Service and the Medical Officers’ Recruiting Board 
to perfect a workable method to stimulate young men 
to apply promptly for commissions who owe it to their 
country to do so. 

The problem of industry in relation to Procurement and 
Assignment Service is beginning to assume larger sig- 
nificance than heretofore. We have received the names of 
all Massachusetts doctors who have expressed an interest in 
industrial medicine on their enrollment forms. This list 
is now being analyzed by the Committee on Industrial 
Health in co-operation with the Division of Occupational 
Hygiene of the State Department of Labor and Industry. 
Soon your committee will be in a position to assist the plac- 
ing of men interested in industrial medicine and also to 
aid industries needing them to find properly qualified 
doctors. 

The much debated question of the fate of the graduates 
of the substandard schools licensed to practice medicine 
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in Massachusetts has been solved. Your committee knows 
that an appreciable number of such doctors have received 
commissions in the Army irrespective of whether or not 
they were members of the Massachusetts Medical Society. 
The Surgeon General continues to decide in each instance 
how applications of this type shall be treated, and thus 
any direct action on our part is impossible. 

On the whole, your committee believes that its work is 
progressing slowly but steadily along a well-ordered line. 
The committees in the several districts continue to work 
hard and conscientiously in their efforts to procure officers 
fairly, and also there is a fine spirit of co-operation on the 


part of hospitals, medical schools and various public-health 
officials. 


Howarp M. Crutr 
Epwarp L. KickHamM 
Dwicut O'Hara 

Water H. Putsirer 

B. P. Sweenry 

Firz, Chairman 


APPENDIX NO. 8 


REPORT OF THE COMMITTEE ON REHABILITATION 


The last report of this committee to the Council of the 
Massachusetts Medical Society was dated May 18, 1942, 
and was approved by the Council at the last annual meet- 
ing. Since that time, no really important business has 
been transacted by this committee. 

One member of the committee met with the Health 
Executive Committee of the Massachusetts Committee 
on Public Safety on June 25, 1942. Professor Curtis M. 
Hilliard, director of the Health Executive Committee, 
outlined in a general way the work which his committee 
had done. A considerable number of rehabilitation agents 
have been appointed and have reported some progress 
in their work. Ways and means of acquainting selectees 
rejected because of remediable defects or for other causes 
were discussed, and Professor Hilliard indicated that his 
committee would, so far as possible, take steps to inform 
those rejected what might be done to rehabilitate them. 

Colonel Currier, of the Massachusetts Selective Service 
Headquarters, approved measures which had been at- 
tempted in this work of rehabilitation. 

The federal government has done nothing further in 
this matter than was indicated in the report submitted 
at the annual meeting. 

Your committee has, when called upon to do so, co- 
operated in every way with the Massachusetts Selective 
Service Headquarters in giving them such information 
as might reasonably and properly be given. 

It seems now somewhat improbable that the federal 
government will, in the near future, undertake any exten- 
sive program of rehabilitation. If it is undertaken, the 
Massachusetts Medical Society will be ready to co-operate 
in an efficient manner with the federal or state govern- 
ment in this program. 


M. CHAMBERS 

JoHN FaLLon 

BENJAMIN F, ANbREWs 
ArtHur L. Watkins 

WiiiiaM M. Cot.ins 

James J. REGAN 

E, Browne, Chairman 
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FOUNDED BY RICHARD C. CABOT 


Tracy B. Matiory, M.D., Editor 


CASE 28461 
PRESENTATION OF CaAsE 


A forty-five-year-old English machinist came to 
the hospital because of chills and back pain. 

Sixteen days prior to admission the patient was 
awakened by a shaking chill, headache and a feel- 
ing of substernal oppression. He was vague about 
the duration of the chill, but it seemed to have 
lasted approximately two hours. He was not 
nauseated, did not vomit, had no pains and fell 
asleep promptly after the chill. The next day 
he felt well enough to get up but was weak and 
therefore did not go to work. On this day he 
noticed a small sore area on each knee about the 
region of the tibial tubercle, but could not account 
for their presence. He returned to work during 
the next two days. Four days after the initial 
symptoms he felt weak and after a bath again 
suffered with chills and fever. During this attack 
no feeling of substernal oppression developed. Dur- 
ing the next four days he felt weak, anorexic and 
“not up to snuff.” Eight days before entry he went 
to his physician, who told him that his liver and 
spleen were enlarged and advised him to have 
further studies made. He developed a dull aching 
nonradiating pain in the right scapular region, 
which continued to the time of admission but 
materially decreased in severity in the four days 
prior to admission. 

It is of interest that the patient kept a dog, some 
rabbits and raised rats. He was bitten by one 
of the rats approximately two weeks prior to the 
onset of the present illness but the wound healed 
promptly. He had come to this country from 
Yorkshire, England, when nineteen years of age. 

The family history was noncontributory. 

Physical examination revealed a moderately well- 
developed and well-nourished man who appeared 
older than the stated age but did not appear 
acutely ill. The skin was sallow and seemed yel- 
low. The scleras had a suggestive yellow tint. 
On the left hand were the remains of two 1-cm. 
broken vesicles, which were said to have been mos- 
quito bites. Several nontender lymph nodes, each 
approximately 1 cm. in size, were felt in the axillas 
and groin. Examination of the heart and lungs 
was negative. The midepigastrium seemed dis- 
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tended by a tumor mass, which was firm, did not 
pulsate and was not tender. It moved with re- 
spiratory excursions. The edge was felt six finger- 
breadths below the right costal margin. In the 
left upper quadrant was a separate “grapefruit 
sized,” freely movable, nontender mass extending 
from the costal margin to the umbilicus. However, 
this mass did not move with respirations. One 
observer believed the mass was attached to the 
umbilicus. 

The blood pressure was 130 systolic, 90 diastolic. 
The temperature was 98°F., the pulse 80, and the 
respirations 20, 

The examination of the blood revealed a red-cell 
count of 5,340,000 with a hemoglobin of 80 per cent, 
and a white-cell count of 16,450 with 75 per cent 
polymorphonuclears, 22 per cent lymphocytes, 1 per 
cent basophils and 1 per cent eosinophils. The 
urine and stool examinations were negative, as was 
the blood Hinton test. The nonprotein nitrogen 
was 23 mg. per 100 cc., and the icteric index 5 per 
cent. The van den Bergh test was negative. A 
bromsulfalein liver-function test showed 5 per cent 
retention. An echinococcus complement-fixation 
test was slightly positive, and an echinococcus skin 
test was positive. A study of the gastric acidity 
revealed a normal amount of free acid. 

An intravenous pyelogram outlined only the left 
kidney, and this seemed to be normal. A retro- 
grade pyelogram was done to visualize the right 
kidney; this revealed no abnormalities except that 
the right ureter was curved outward. A barium 
meal showed that the stomach was elongated and 
markedly displaced to the left, owing to a large 
epigastric mass. In the recumbent position a sec- 
ond pressure defect was produced on the greater 
curvature by an orange-sized mass lying below 
and to the left of the stomach. There was no in- 
trinsic disease of the stomach or duodenum. A 
barium enema showed that the colon filled well, 
with some hesitation at the splenic flexure. The 
transverse colon was pushed well down to the 
pelvis by a 10-by-10-cm. movable mass. In the 
lateral view the mass could be seen posterior to 
the colon and pushing it forward, but not connected 
with it. A chest film was negative. 

On the eleventh day after admission an opera- 
tion was performed. 


DiFFERENTIAL Di AGNosis 


Dr. Cuester M. Jones: I cannot recall having 
seen a protocol of a case that was so completely 
bewildering as this particular one. It says on the 
top of my copy, “For Differential Diagnosis.” 
I am not sure I can present a differential diagnosis, 
but there are certain things here that are very 
interesting. 
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“He noticed a small sore area on each knee about 
the region of the tibial tubercle, but could not 
account for their presence.” I think there are 
several red herrings and that is one of them. 
Whether I can keep clear of them remains to be 
seen. 

This man had a sixteen-day story prior to admis- 
sion, with an initial chill, fever and substernal 
oppression, weakness for four days, and then an- 
other chill and fever. We are not told what the 
height of the fever was. At the time of the last 
attack there was no substernal oppression. He 
must have felt sick and weak. Again, he had four 
days of weakness with indefinite intrathoracic 
symptoms and finally a decrease in severity of the 
subscapular ache or pain, not associated with cough 
or dyspnea and apparently not associated with any 
further manifestations of fever or chill, although 
we have to take that for granted from the history. 

“He was bitten by one of the rats approximately 
two weeks prior to the present illness but the 
wound healed promptly.” That is probably an- 
other red herring but it does raise questions. 

Is Yorkshire a sheep country, Dr. Goulden? 

Dr. Yes. 

Dr. Jones: “On the left hand were the remains 
of two 1l-cm. broken vesicles, which were said to 
have been mosquito bites.” A third red herring! 

I suppose the left upper quadrant mass was 
thought by his physician to be spleen. The fact 
that it did not move on respiration is against its 
being spleen. The “attachment to the umbilicus” 
is a curious statement. 

“The temperature was 98°F., the pulse 80, and 
the respirations 20.” Those are very important facts, 
if they are facts, and if they continued the same 
throughout the course in the hospital. I assume 
he did not run a fever in the hospital. Is that 
right, Dr. Mallory? 

Dr. Tracy B. Matiory: I find here that the 
temperature ranged between 100° and 102°F. rec- 
tally. 

Dr. Jones: There was a slight fever then, but 
without chills. It is of some importance, however, 
that there was no really abrupt temperature rise, 
no diurnal swing. 

He had a definite leukocytosis and possibly a 
slight elevation of polymorphonuclear cells; the 
latter was not very striking, particularly with that 
degree of leukocytosis. The blood picture appears 
otherwise to have been normal. 

There was no jaundice, and the suggestion on 
the part of the observer that the skin was sallow 
and the scleras icteric was not backed up by the 
presence of hyperbilirubinemia. The van den 
Bergh is an excellent check of the icteric index, 
and both were normal. 
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“An echinococcus skin test was positive.” That 
is the fourth red herring. Whether that is the 
main fish or not, I do not know. 

“An intravenous pyelogram outlined only the 
left kidney, and this seemed to be normal.” The 
question is whether the right kidney was involved. 
I suppose they also wanted to see if there was 
displacement of the kidneys or ureters. At times 
this provides an excellent method of locating tu- 
mors in the abdomen. 

At first glance the history seems to have no 
connection at all with the physical findings. Yet 
the physical findings were largely confirmed by 
careful x-ray studies, and showed a tumor out- 
side the stomach and the urinary tract that dis- 
placed the stomach forward and to the left, and 
the colon forward and down. This seems to cor- 
respond with something that was felt in the left 
upper quadrant, which was called spleen by one 
man and a tumor attached to the umbilicus by 
another man, a tumor, moreover which did not 
move with respiration. There is no evidence of 
intrahepatic disease. 

Finally, we have the perfectly flat statement, 
which I think cannot be doubted at all, that there 
was a positive echinococcus complement-fixation 
and skin test. Either this patient had a hydatid 
cyst or he did not. He might have had a hydatid 
cyst and a complication thereof or intercurrent 
disease with echinococcal disease that was purely 
coincidental, having nothing to do with the symp- 
toms that brought the patient in. It can be point- 
ed out, however, that echinococcal disease is symp- 
tomless for years, and also that 60 per cent of pa- 
tients with echinococcal disease have cysts in the 
liver. This large mass on the right should have 
been liver until proved otherwise. I should say 
there is no reasonable doubt that the mass prob- 
ably was the liver. 

Symptoms arise from echinococcal disease only 
when there is a heavy liver or an accident, a rup- 
ture. It may involve other organs less frequently 
— the kidneys, the spleen and the peritoneal wall. 
It may involve the alimentary tract as well as the 
lungs. If there is an accident it draws the attention 
of the patient or his doctor to the disease. One 
accident of this type is the rupture of a cyst in the 
liver through the diaphragm into a bronchus, such 
as also occurs with liver abscess. That is ruled out 
here by the negative chest film. The hepatic cysts 
in echinococcal disease can rupture into the peri- 
toneal cavity, into the retroperitoneal space and 
inte the alimentary tract, and therefore it is en- 
tirely possible, if we disregard for the moment the 
onset of the initial symptoms, that this man has 
echinococcal disease, with a hydatid cyst of the 
liver, which probably ruptured into the peritoneal 
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cavity. The second mass, which was thought 
probably to be attached to the umbilicus, could be 
an inflammatory mass secondary to the spilling 
of the cyst contents. Another accident of echino- 
coccal disease is suppuration of the cyst, but if 
such a patient has suppuration, he has the equiva- 
lent of a liver abscess, with more chills and fever 
and, by this time, other evidence of intrahepatic 
disease. 

If the symptoms were not due to echinococcal 
disease, one has to consider a good many things 
ushered in by chills and fever and followed by a 
remission — in other words, a curious set of symp- 
toms. He was bitten by a rat two weeks prior to 
the onset of symptoms. Could he have had rat- 
bite fever? Since the incubation period is four- 
teen days, the time is perfectly all right. Rat-bite 
fever runs a course of a few weeks. The fever 
may go down from a sharp peak for two or three 
days, with a second relapse higher than the 
first, and there may be a third, but the pa- 
tient tends to get better all the time. I do not 
know how long the fever lasted in the first or 
second episode. There is frequently a skin rash 
in rat-bite fever. Also very frequently there is 
evidence of the rat bite. The liver and spleen are 
not particularly affected in rat-bite fever. This pa- 
tient had a tremendous tumor, and if he had rat- 
bite fever, it is probable that he had another dis- 
ease, which cannot be explained by that diagnosis. 
Furthermore, when the bite heals in rat-bite fever 
the healed wound subsequently breaks down and 
a scab is formed, which is rather sluggish in heal- 
ing. There is no evidence of such a lesion. On 
the basis of his story the patient might have had 
spirochetal jaundice, but no jaundice was demon- 
strated at any time according to the laboratory 
data. Furthermore, in spirochetal jaundice there 
is not only fever but much more prostration, al- 
buminuria of marked degree, and usually a slight- 
ly enlarged liver. This man had an enormous 
mass. He did not have spirochetal jaundice. 

Could it be tularemia? He was taking care of 
rodents — rabbits and rats. Rabbits and rats carry 
tularemia. If he had had a bite from an infected 
rat he most certainly would have had a sluggish 
cutaneous ulcer, which would take weeks or 
months to heal. There was axillary adenopathy, 
but no streaking of the arm or local lesion. One 
could get an adenopathy without any evident 
wound, but this is uncommon. There was no in- 
volvement of the eyes, the ocular-glandular type 
of tularemia. There was nothing in the lungs. 
Furthermore the patient was not sick enough. The 
tularemia patient at the end of two weeks is very 
sick. 
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Could he have had typhus, which is associated 
with rats? The onset is not good for typhus. The 
clinical picture is associated with sudden onset, 
sudden headache and nausea out of proportion to 
anything else. At first, such patients are sicker 
than those with typhoid fever. The temperature 
is usually one of peaks and remissions. Further- 
more, the big mass cannot be thus explained, and 
there was no skin rash. 


I have no idea what this patient had unless it 
was echinococcal disease, with rupture of the cyst, 
probably into the peritoneal or retroperitoneal 
structures, forming a tumor mass, a cyst of the 
liver displacing the stomach, colon and right 
ureter, and a second tumor mass, which was not 
the spleen. It is obvious that he was explored 
because the mass was thought to be an echinococcal 
cyst. 

My diagnosis is echinococcal disease. 

Do you want to make a comment on the x-ray 
films, Dr. Holmes? 

Dr. Grorce W. Homes: am waiting for the 
signal. 

Dr. Matiory: It might be amusing to put Dr. 
Holmes on the spot. As the record states, this 
patient was operated on and came back to the 
hospital ten years later with a feeling of discom- 
fort in the left upper quadrant. After three days 
he felt a lump in the left upper quadrant and 
more x-ray films were taken. 

Dr. Hotmes: These films were taken ten years 
later? 


Dr. Yes. 


Dr. Hotmes: The stomach is displaced to the 
left, and the mass is on the right. The mass itself 
is dense and sharply defined and is perfectly con- 
sistent with a cyst. In these films the liver does 
not seem to be enlarged. 


Dr. Mattory: Does the presence or absence of 
calcification in the wall of the chest mean any- 
thing? 

Dr. Hotmes: An echinococcal cyst should show 
some calcification of the wall. I suppose this fleck 
here is calcification, but there is not much and 
I cannot rule out some other kind of cyst. I think 
the story is consistent with echinococcal cyst. 


Dr. CastteMAn: Could it be a cyst of the pan- 


creas? 


Dr. Hoimes: Yes. I am not attempting to say 
where it was or even whether it was in the abdom- 
inal cavity. It may have been in the pancreas. 
I do not believe it was in the spleen or kidney. 
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Curnicat D1aGnosts 
Echinococcal cyst. 
Dr. Jongs’s DiaGNnosis 


Echinococcal cyst of liver, with possible rupture 
and secondary peritoneal involvement. 


ANATOMICAL DIAGNOSIS 


Echinococcal cysts of liver and gastrocolic omen- 
tum. 


PatHoOLocicaL Discussion 


Dr. Matiory: At the first operation two echino- 
coccal cysts were found. One enormous cyst had 
replaced practically two thirds of the liver sub- 
stance. The second was smaller and was 
located in the gastrocolic omentum. The smaller 
cyst was removed. It was quite impossible to re- 
sect the larger cyst, so it was opened and some 
hundreds of daughter cysts were evacuated. The 
inside of the cavity was formalinized, and_ the 
surgeon backed out. 

As you have heard, the patient was perfectly well 
for ten intervening years. Then he came in again 
with another large cyst —this time in the retro- 
peritoneal tissues above the pancreas. Again the 
cyst was too large to resect, and once again it was 
treated by evacuation and formalinization of the 
lining of the cyst. On the last occasion the surgeon 
made no note of any significantly sized cyst of the 
liver. Apparently the treatment had shrunken 
the cyst down very effectively. On this second 
occasion the patient left the hospital symptom free 
and apparently well for the time being. Nothing 
was ever found to explain the history and fever 
on the first admission. Neither cyst had perforated, 
but as soon as he was operated on the fever dis- 
appeared. 


CASE 28462 
PRESENTATION OF Case 


An eighteen-year-old boy came to the hospital 
because of post-traumatic pain and swelling of the 
right knee. 

Approximately two months prior to admission 
while playing baseball he was struck below the 
right kneecap by a thrown baseball bat. There 
was some immediate pain below the knee, which 
forced him to stop playing. However, he was 
able to walk home without great difficulty. The 
next day the knee was painful and stiff, and felt 
best when partially flexed. The pain was moder- 
ately severe and rather constant, and did not ra- 
diate. One week later, slight swelling developed. 
Two weeks after injury, while riding in an auto- 
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mobile, he was thrown sharply against the edge 
of the steering wheel striking the right knee just 
above the kneecap. This was a painful blow, and 
soon after the swelling at the knee became prom- 
inent and the knee became very tender. After the 
second injury he noticed increased difficulty in ex- 
tending the leg and in walking, owing to the dis- 
comfort incurred by flexing the leg. He had lost 
17 pounds during this two months’ illness. 

The family and past histories were noncontrib- 
utory. 

Physical examination disclosed a slender, pale 
boy who appeared chronically ill. As he stood he 
could not bear all his weight on the right leg, 
and walking was very difficult owing to “weak- 
ness and pain in the right knee.” Examination 
of the heart, lungs and abdomen was negative. 
There was a moderately soft, fluctuant swelling 
with a fluid wave about the right knee, extending 
from the level of the anterior tibial tubercle onto — 
the lower third of the thigh. There was only 
slight fullness of the popliteal space. The patella 
was ballotable and was displaced laterally. There 
was increased local temperature over the knee, 
and tenderness to palpation along the medial as- 
pect of the patella. The sharply demarcated edge 
of the quadriceps muscle was felt above the pa- 
tella in the midline and anteriorly and medially 
over the femoral condyle. However, the patella 
moved slightly when the quadriceps femoris mus- 
cle was contracted. Knee flexion to a 95° angle 
was permitted. 


The blood pressure was 110 systolic, 68 diastolic. 
The temperature was 101°F., the pulse 100, and 
the respirations 22. 


Examination of the blood revealed a_red-cell 
count of 4,700,000 with a hemoglobin of 80 per 
cent, and a white-cell count of 13,000 with 79 per 
cent polymorphonuclears, 9 per cent lymphocytes, 
10 per cent mononuclears and 2 per cent eosino- 
phils. Examination of the urine was normal ex- 
cept for occasional white cells and epithelial cells 
in the sediment. The blood Hinton test was nega- 
tive. A tuberculin test with a 1: 10,000 dilution 
was positive. The sedimentation rate was 2, 18, 
22 and 38 mm. at fifteen-minute intervals. 


An x-ray film of the right knee demonstrated a 
diffuse swelling in front of, below and above the 
patella, extending about one third the distance up 
the thigh and downward to the region of the 
tibial tubercle. The film of the chest was nega- 
tive. 

Soon after admission, the knee joint was as- 
pirated, and 100 cc. of blood-tinged, rather viscid 
fluid was recovered. This was negative for aerobic 
and anaerobic bacteria. On the fourth day after 
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admission, a course of orally administered sulfadia- 
zine was begun. A total of 78 gm. was adminis- 
tered during the succeeding seventeen days, with- 
out remarkable effect. The temperature continued 
to rise each evening to approximately 101°F., and 
the pulse rate remained fast, varying usually be- 
tween 90 and 115. During the course of sulfa- 
diazine, the urine at times showed a ++ test for 
albumin and occasional granular and hyaline casts, 
and on one occasion red blood cells were noted. No 
sulfadiazine crystals were found in the urine. The 
sulfadiazine level in the blood was not known to 
have exceeded 9.0 mg. per 100 cc. The fluid in- 
take and output was satisfactory. 

On the fifth day after admission the knee joint 
was again aspirated, and 50 cc. of thick, tenacious, 
bloody material was recovered. This was found 
to have a red-cell count of 36,000 and a white-cell 
count of 7600. In the differential count there were 
48 per cent polymorphonuclears, 48 per cent mono- 
cytes and 4 per cent lymphocytes. Cultures for 
aerobic and anaerobic organisms were negative. 
Four days later the joint aspiration was repeated, 
and a similar material recovered. The red-cell 
count was 105,000, and the white-cell count 41,000 
with 90 per cent polymorphonuclears, 3 per cent 
lymphocytes and 7 per cent monocytes. There was 
a fairly large amount of atypical mucin in the ma- 
terial. In the examination for mucin a large 
amount of precipitate formed but in small pieces, 
which did not cling to a stirring rod. The sugar 
of the joint fluid was 6 mg. per 100 cc., and at 
this time the fasting blood sugar was 82 mg. 
Three days later the joint fluid was bloody, thick 
and slimy, with a red-cell count of 33,000 and a 
white-cell count of 96,000, with 85 per cent poly- 
morphonuclears, 14 per cent monocytes and 1 per 
cent lymphocytes. The fluid had a sugar content 
of 6 mg. per 100 cc., and at this time the fasting 
blood sugar was 98 mg. 


An operation was performed twenty-nine days 
after admission. 


DIFFERENTIAL DiaGNosis 


Dr. Frieprich W. Kiremperer: Mucin if precipi- 
tated with acetic acid normally forms a precipitate 
that is stringy and ropy. Mucin may be present 
in normal quantity, but may not show the typical 
precipitate with acetic acid. In this case one sees 
Hocculation or sometimes just turbidity. This 
atypical behavior is due to depolymerization of 
mucin, which usually is a sign of infection, but 
may also be found in other kinds of arthritis. 

Here we have an eighteen-year-old patient who 
sustained a definite injury to his knee. This was 
immediately followed by pain, but there were grad- 
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ually increasing swelling and disability following 
injury. He had a second injury two weeks later, 
which aggravated these symptoms but did not 
otherwise change the picture. During the two- 
month period following the onset of symptoms 
we know that the patient lost 17 pounds. Nothing 
is said in the history about constitutional symptoms 
or fever, but the remark in the examination on 
admission that the patient appeared chronically ill 
indicates that he must have had moderately severe 
constitutional symptoms, and probably fever. The 
description of the physical findings in the knee 
seems slightly confusing. There was undoubtedly 
a large effusion in the knee, and some periarticular 
swelling. I cannot make out where the edge of 
the quadriceps muscle was, but it was apparently 
held in transverse position. Whether this means 
more than soft-tissue swelling or whether there 
was some atrophy around the joint that made the 
muscle edge stand out more, I do not know. There 
was displacement of the patella, but it does not 
say to what degree. I assume that a large amount 
of fluid can displace the patella slightly. In the 
x-ray report nothing is mentioned about bone in- 
volvement, and the picture as described indicates 
an effusion and soft-tissue swelling. 

Dr. Tracy B. Mattory: Here is a diagram that 
may help you. 


Dr. Kiemperer: According to this diagram it 
does not seem as if the patella were displaced 
markedly. 

May we see the x-rays? 


Dr. Georck W. Hoimes: I presume this film 
was taken of the chest to make certain that the 
patient did not have metastasis from some sort 
of tumor, and I should interpret the chest as essen- 
tially negative. 

This film was taken to bring out the soft-tissue 
shadows about the knee. It is somewhat under- 
exposed, whereas the other films were taken in the 
usual manner. I think we can be quite certain 
there is no disease of bone demonstrable by x-ray. 
They are very satisfactory films and are entirely 
negative. 

Dr. Kremperer: How much atrophy of the bone 
is there? 


Dr. Homes: Practically none. There is a tre- 
mendous amount of thickening of the soft tissue 
in front of the bone, and it is rather unusual in 
that it extends below the patella. An accumula- 
tion of fluid may extend up into the thigh but it is 
unusual; I do not know that I have ever seen it 
extend so far below the patella. The joint space 
might come down that far, but I cannot be sure 
that such is the case. 

Dr. Kremperer: He had a large effusion? 
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Dr. Hoimes: He did. Another queer thing is 
the lack of demarcation between the tissues in that 
area. The swelling may have been due to edema, 
but ordinarily when there is fluid in the joint space, 
one can see details in the tissue. 

Dr. KLemperer: Traumatic arthritis is practically 
ruled out by the clinical story of weight loss, tem- 
perature and leukocytosis. Another very strong 
point against traumatic arthritis are the findings 
in the joint fluid. Traumatic effusions never con- 
tain a large number of white cells. The highest 
count we have had was 5800, the average being 
around 1000; furthermore, the polymorphonuclears 
never exceed 35 per cent. One never sees low 
sugar values in the fluids of traumatic arthritis. 
The mucin should have a good quality and pre- 
cipitate in a typical manner. Of course there are 
other kinds of arthritis that can be precipitated 
by trauma, or the trauma might represent the local- 
izing factor in infectious arthritis. 

A tumor should be ruled out too. The history 
of fever, the constitutional symptoms and leuko- 
cytosis are not in favor of tumor. The same holds 
for the fluid findings. The fluid in a case of tumor 
resembles that of traumatic joint fluid unless the 
tumor is infected later. One never sees cell counts 
up to 100,000, with a predominance of leukocytes. 
Furthermore, in most cases the mucin precipitates 
well and the sugar is high. On the basis of the 
fluid, I am inclined to rule out tumor unless sec- 
ondary infection supervened. The x-ray film might 
possibly be interpreted as showing a soft-tissue 
tumor, but I should think that it represents marked 
synovial swelling, with periarticular edema that 
obscures the details of a large effusion. 

- Rheumatoid arthritis usually presents an entirely 
different picture. The onset is preceded by pro- 
dromal symptoms, weight loss and general fatig- 
ability, of which we have no indication, and the 
joint involvement is usually polyarticular and 
symmetrical. However, 18 per cent of the cases 
in our series were atypical. The joint involvement 
may be monarticular at onset. The disease occa- 
sionally follows injury and may be accompanied 
by severe constitutional symptoms, fever and leuko- 
cytosis. Clinically, the picture could be this. The 
absence of bone involvement, the periarticular 
swelling and the effusion are consistent with rheu- 
matoid arthritis. However, again on the basis 
of the fluid findings, I shall rule out rheumatoid 
arthritis. The white-cell count in rheumatoid 


arthritis ranges from 600 to 66,000, with an average 
of about 5000 to 10,000. The highest white-cell 
count in this case was 96,000, and only a small 
number of the leukocytes can be accounted for 
by blood that may have entered the joint during 
the tap. The polymorphonuclears in rheumatoid 
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arthritis vary from 5 to 95 per cent. One even 
more important finding is that, although the joint 
involvement was of short duration, eight or nine 
weeks, at the time of the joint tap, the aspirated 
Huid contained practically no glucose. We have 
never seen an early rheumatoid effusion with a low 
sugar. During the first few weeks the sugar in the 
fluid has about the same level as that in the blood. 
After six months we have seen it go down to some- 
thing like 30 mg. per 100 cc., and only after a year 
is there an occasionally negative sugar, as in this 
case. This fluid finding indicates that rheumatoid 
arthritis is extremely unlikely. 

This brings us down to the septic arthritides. 
The first is gonococcal arthritis. There is no 
history of genitourinary infection. Nothing is said 
about a primary focus, such as urethritis or pros- 
tatitis. There were no chills. The temperature 
was not high. The joint symptoms were not very 
acute. The joint was not red or extremely tender. 
The duration of the effusion in gonococcal in- 
fection usually does not last close to three months, 
as in this case. However, a low-grade infection 
might possibly produce a picture like this. Sterile 
joint fluid is often found in milder cases, when 
the organism has invaded the synovial membrane 
but not the joint cavity. However, these are 
rather avirulent cases and never show a celi count 
up to 100,000, and absence of sugar in the joint 
Huid. I should say if this were gonococcal ar- 
thritis it should show either a positive culture or 
the white-cell count would be less and the sugar 
higher. Septic arthritis due to pyogenic organ- 
isms, — staphylococcus, streptococcus or the pyo- 
cyaneus bacillus —is unlikely. There was no_pri- 
mary focus of infection, and no portal of entry to 
the joint is mentioned. The patient did not have 
chills, and the findings were not typical.. The 
duration is too long for a septic joint. The pa- 
tient either gets well or worse within two or 
three months. 

The other organisms that might account for a 
monarticular arthritis should be mentioned. In a 
generalized meningecoccal infection, arthritis 
might be the first symptom, but the nature of the 
Huid is against it. 

I shall mention in passing the other diseases in 
Which arthritis is a secondary feature of the gen- 
eral disease, such as pneumococcal infection, dys- 
centery or typhoid fever, although I do not want to 
consider them seriously. Lymphogranuloma_in- 
guinale as the cause of arthritis almost always pro- 
duces polyarticular involvement, and purulent fluid 
is never found, so far as I know. Syphilis is ruled 
out clinically as well as serologically. 

This brings us to tuberculosis of the knee. The 
clinical history is consistent with tuberculosis. 
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Trauma is known to precipitate or determine the 
localization in tuberculous arthritis in about 50 
per cent of the cases in some series. The slow 
progression of symptoms, the weight loss and 
the moderate temperature without chills are all 
consistent with tuberculosis. The physical findings 
about the knee are also typical. The large amount 
of synovial and periarticular swelling with atrophy 
of the muscles early in the game is characteristic. 
Large effusions are not frequently found but are 
possible. The absence of a pulmonary lesion is 
not very important. Only about half the  pa- 
tients show lung lesions, and from the tuberculin 
test we know that the patient must have had some 
previous tuberculous infection. The most signifi- 
cant finding is the character of the fluid. The 
atypical appearing mucin, the high cell count and 
the low sugar are very typical of tuberculous ar- 
thritis. In other kinds of arthritis the level of 
the sugar is usually in inverse proportion to the 
severity of the involvement and to the white-cell 
count in the joint fluid. However, in tuberculosis, 
relatively low counts with absent sugar are quite 
characteristically found. Of course, there is a 
somewhat puzzling variation in the fluid findings. 
In the first, the cell count was 7000, and then 
it continually went up so that the second was 
30,000 and the last 96,000. This is unusual! for 
tuberculosis, but it is also unusual for any other 
kind of arthritis. 1am thinking of one possibility. 
This fluid was described as slimy, thick and tena- 
cious, and in such turbid fluid the white cells oc- 
casionally clump and one cannot obtain a repre- 
sentative sample of fluid or an accurate cell count. 
Whether this was so, I do not know, but it is cer- 
tainly a possibility. On account of the findings I 
am inclined to think that tuberculosis is the most 
likely cause of this patient’s difficulties. 

Of course in any kind of unusual joint disease 
undulant fever should be considered. This would 
be an atypical case, but the typical clinical picture 
is often lacking and frequently one does not find 
the leukopenia that is characteristic. The joint in- 
volvement is usually polyarticular and without ob- 
jective signs. Severe signs like this are very un- 
usual, and only a few cases have been described 
where just one joint was involved and pus was 
recovered from that joint. These cases are open to 
the question whether they really represent brucella 
infection, because the organism was found in none 
of them. Brucellosis is a possibility, although I 
think it is very unlikely. 


I believe the operation performed on the twenty- 
ninth day was a biopsy, and I also think that tu- 
berculosis was found in the synovial membrane. 

Dr. Mattory: Have you anything to add to the 
question of tuberculosis, Dr. Holmes? 

Dr. Hotmes: The absence of any evidence of 
disease in the bone or joint cartilage is against 
tuberculosis, although the bone may be negative 
in cases of tuberculosis of the synovia. I do not 
see how we could rule that out. 


CuinicaL DiaGnosis 
Pyogenic infection of knee. 


Dr. Kiemperer’s DIAGNosis 


Tuberculosis of synovia of knee joint. 


ANATOMICAL DrAGNosIs 


Tuberculous bursitis. 


PaTrHoLocIcaL Discussion 


Dr. Marrory: I see no member of the Ortho- 
pedic Service here to describe the operation. As 
Dr. Klemperer suggested, the operation was done 
ior biopsy. I judge from the operative note that 
ithe surgeon, to his considerable surprise, found a 
cavity almost immediately after going through the 
skin. This cavity contained hemorrhagic material 
and was lined with a semicaseous surface. Biopsy 
from this wall showed tuberculosis. Further ex- 
ploration showed that the cavity extended well up 
into the thigh beneath the quadriceps muscle, and 
that a fistulous tract extended downward lateral 
to the patella, which accounted for the swelling 
below the patella noted by Dr. Holmes. The sur- 
geon did not open the knee joint but tapped it 
and obtained clear fluid. We have no certain evi- 
dence whether or not the knee joint was directly 
involved. In one of the various taps presumed to 
have been of the joint it was remarked that fluid 
was obtained after barely puncturing the skin. So 
it is possible that several of the fluids examined 
did not represent joint fluid but came from the 
inflamed bursa. However, the chemical findings 
led to the correct etiologic diagnosis whether the 
site of involvement was the joint or not. 

Dr. Hotmes: The homogeneous density of the 
joint in front should have made us suspicious. 

Dr. Matiory: Certainly most of the infection 
was outside. I cannot say whether there was any 
in the joint or not. 
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REHABILITATION AND 
PREHABILITATION 


Nivety per cent of the youths from sixteen to 
twenty-four years of age in low-income families 
are in need of medical or dental care. Two thirds 
of the whole group, which is believed to be repre- 
sentative of some 12,000,000 American youths, are 
physically fit for any kind of work; one third of 
them are limited by health defects in what they 
can do. These figures, contained in a recent joint 
release of the United States Public Health Service 
and the National Youth Administration, are based 
on physical examinations of 150,000 out-of-school 
youths on work programs of the NYA. Despite 
the well-known fact that statistics are often mis- 
leading, such figures, as well as the data provided 
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by the Selective Service examinations, furnish food 
for thought. 

In the first place, American youth, physically 
impoverished as it may be, is not so unhealthy 
as the large scale examinations of 1917 and of 
1940-1942 have led many critics to believe. The 
standards used must be considered, and although 
impaired eyesight, certain degrees of dental caries 
and pronated feet must be classified as defects, 
they do not necessarily impair the health or inter- 
fere with physical vigor. 

In the second place the discovery of true disease 
or of major defects and their subsequent treatment 
are of vast importance to the individual as well 
as to industry, to the war effort and to the tax- 
paying public, as are the discovery and correction 
of the remediable minor defects. 

In the third place the physical examination itself 
is held up for review, to determine its effectiveness 
and its time-honored inadequacies and the changes 
in it that are necessary from time to time to make it 
fulfill the functions for which it is intended and 
with which it is credited. 

Out of the Army examinations and rejections 
has come a new interest in an old word — rehabili- 
tation. Those whom the military machine cannot 
immediately use must not be left discarded by the 
wayside. They must be listed, repaired and re- 
classified — made ready for future military service 
or for whatever service they can best be fitted into. 
The next step in the program is an anticipatory 
one: the finding, before they come of useful mili- 
tary or civil age, of those who require correction 
of defects, in order that they may not be later 
rejected. This is prehabilitation, and it is gradu- 
ally but surely becoming a potent factor in the 
readying of the manpower of the Nation. 


THE NEWS 


Tue first number of a new bulletin from the 
Massachusetts General Hospital, entitled The News 
and dated October, 1942, has been received. This 
pamphlet is really a continuation of the Massachu- 
setts General Hospital Bulletin, established in 1913, 
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which was subsequently interrupted by the activi- 
ties of World War I. Publication was resumed 
in 1919, only to be suspended in 1926. Again, 
in 1928, a new bulletin was started, but this 
was given up during the financial depression of 
1932. Thus a spark has been kept alive, although 
intermittently the flame has almost died out. 

There apparently is a need for some medium 
to spread the news about a great hospital, 
much of which cannot find its way into the annual 
report or, if it does so, is too late to have anything 
but historical value. News quickly becomes un- 
interesting if allowed to lie too long on the shelf. 
The new publication is therefore welcome, par- 
ticularly at this time, for it brings to one’s attention 
the splendid effort made by the voluntarily sup- 
ported hospitals toward the war. In the present 
number are not only a photograph and data con- 
cerning the present Massachusetts General Hospital 
unit, the Sixth General Hospital, but also a long list 
of men who are serving in various branches 
of the armed forces. 


MEDICAL EPONYM 
SCHULLER—CHRISTIAN’S DiIsEAsE 


Professor Artur Schiller (b. 1874), of Vienna, 
wrote a paper, “Ueber eigenartige Schadeldefekte 
im Jugendalter [Peculiar Skull Defects in Chil- 
dren]” which was published in Fortschritte auf 
dem Gebiete der Réntgenstrahlen (23:12-18, 1915). 
He described three cases, and a translation of his 
conclusion is as follows: 


Each of these briefly outlined cases represents a note- 
worthy and extraordinarily uncommon condition. Com- 
mon to all three is the fact that there were extensive 
defects in the skull that developed without pain and 
without any cerebral symptoms of any sort — practically 
without symptoms of any kind. Neither could there 
be discovered in these cases any of the recognized 
causes for such defects in the skull. Of interest, too, 
is the presence of a hypophyseal symptom complex in 
two of, our cases, namely dystrophia adiposogenitalis 
in the first, and diabetes insipidus in the second. Finally, 
the relatively rapid disappearance of the defects, which 
was clearly perceptible by x-ray, constituted a note- 
worthy feature of the second and third cases. We 
suggest. the name “geographical skull” [Landkarten- 
schddel| as a suitable term for the peculiar appearance 
of the x-ray defects that we have described. 


Dr. Henry A. Christian (b. 1876), Hersey Pro- 
fessor of the Theory and Practice of Physic, 
Harvard Medical School, described “Defects 
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in Membranous Bones, Exophthalmos and Dia- 
betes Insipidus: An unusual syndrome of dys- 
pituitarism” in the Medical Clinics of North 
America (3:849-871, 1920). After presenting a 
case and referring to those described by Schiiller, 
he concludes: 


A case is presented where, in a girl of five, there oc- 
curred the symptom-complex of very extensive defects 
in the skull bones, exophthalmos and diabetes insipidus. 
Only 2 other cases of this condition could be found in 
the literature. Diabetes insipidus suggests that the 
symptom-complex is due to a disturbance of pituitary 
function. Both of the other 2 reported cases showed 
evidence of disturbed pituitary function. 


R. W. B. 


MASSACHUSETTS MEDICAL SOCIETY 


COMMITTEE ON MATERNAL WELFARE 


ANALYsIs OF CausEs OF MATERNAL DEATH IN 
MASSACHUSETTS DURING THE YEAR 1941 


Mepicat Causes (continued) 


The previous two issues of the Journal have 
discussed the maternal deaths associated with 
heart disease and pneumonia. The following is 
a résumé of the remaining 8 deaths in the group 
allocated to medical causes. 

Two of these were definitely associated with 
hypertension. The first case was that of a patient 
between three and four months pregnant who was 
admitted to the hospital unconscious. She was 
known to have had a high blood pressure for three 
years; in 1940 when she had a miscarriage at five 
and a half months, her blood pressure was 240 
systolic, and 120 diastolic. Prior to entry she had suf- 
fered a cerebral hemorrhage with right hemiplegia 
and had a blood pressure of 250 systolic, 150 dias- 
tolic. An autopsy was performed. From the medi- 
cal standpoint there is every argument against the 
occurrence of pregnancy in this case, for it defi- 
nitely irritated the hypertension and caused the 
catastrophe. 

The second case was that of a twenty-five-year- 
old woman, approximately five months along in 
her first pregnancy, who gave a history of re- 
peated attacks of sore throats with cardiac in- 
volvement. She was hospitalized because of a 
blood pressure of 190 systolic, 120 diastolic, and 
signs of cardiac embarrassment. Digitalization 
improved the cardiac condition but in spite of this 
the kidneys shut down entirely; the nonprotein 
nitrogen varied from 34 to 55 mg. per 100 cc., 
and the urine showed a +-+-+-+ test for albu- 
min and casts. She died undelivered of uremia. 
The comment made on the foregoing case applies 
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here. Neither of these patients should have been 
allowed to become pregnant, if one looks at it 
from a purely medical point of view, and in the 
event of pregnancy, abortion should have been 
advised. 

There were two cases of meningitis. One of these 
was tuberculous in origin and occurred in a patient 
approximately five months pregnant. She was seen 
at home twice by her local physician and sent to 
the hospital practically moribund, with a stiff neck, 
a temperature of 104°F. and a pulse of 150. Death 
occurred forty-eight hours later. Although cul- 
tures and smears for the organism were nega- 
tive, the diagnosis was based on the spinal-fluid 
findings. This patient died undelivered. 

The second case of meningitis occurred in a 
patient who had had a normal delivery and was 
discharged on the tenth post-partum day. She 
returned one month later with the story that two 
days before entry she had been seized with a severe 
headache, which was followed by a stiff neck. 
Lumbar puncture revealed cloudy fluid, and 20 cc. 
of antimeningococcus serum was administered. 
Blood culture was positive for streptococcus, and 
death occurred two days after admission. This 
death had nothing whatsoever to do with the 
obstetric condition; it just happened to be co- 
existent. 

The next 2 cases in this series were allocated 
to gastric ulcer. The first of these was a woman 
who was delivered normally at home of her fifth 
child. Four days after delivery she vomited blood 
and had tarry stools, and arrived at the hospital 
two days later in very poor condition. She was 
transfused, but death resulted from massive hemor- 
rhage from the stomach. This was a most unfor- 
tunate catastrophe that had nothing to do spe- 
cifically with the pregnancy. 

The second patient was delivered by low forceps, 
when approximately eight months pregnant, of a 
stillborn infant. Vomiting had occurred a week 
before delivery, and death resulted from hemor- 
rhage two days post partum. It is possible that 
the hemorrhage was due to an esophageal varix, 
but no autopsy was performed to confirm this. 
This case again has no particular association with 
pregnancy. 

One death was due to ulcerative colitis. A pa- 
tient who had had diarrhea for four or five weeks 
entered the hospital when about four months preg- 
nant, a spontaneous miscarriage occurring four 
days after entry. She ran a septic temperature and 
died sixteen days after delivery, in spite of sulfon- 
amide therapy. Autopsy revealed ulcerative colitis 
and generalized peritonitis; there was no apparent 


perforation of the bowel, but pneumoperitoneum 
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was discovered. Although there was no visible 
rupture of the uterus, there is some question 
whether instrumental interference with the preg- 
nancy had been attempted. 

The last of the deaths allocated to medical causes 
was due to pulmonary tuberculosis and occurred 
in a woman who was apparently seen for several 
months by her physician before tuberculosis was 
diagnosed. She reached the sanitarium practically 
moribund, and death occurred the day following 
the normal delivery of a stillborn infant. It is 
a sad commentary on medicine in Massachusetts 
that this case of tuberculosis could have run so 
serious a course before consultation was held or 
the diagnosis made. 


WAR ACTIVITIES 
CIVILIAN DEFENSE 


Emercency Base Hospirars 


The Medical Division of the United States Office of Ci- 
vilian Defense, through its regional medical officers and 
the state chiefs of Emergency Medical Service, has now 
made emergency provision for the establishment of a chain 
of emergency base hospitals in the interior of all the 
coastal states. They will be activated only in the event 
of an enemy attack that necessitates the evacuation of 
coastal hospitals. Each base hospital will be related to the 
casualty receiving hospital that has been evacuated, and 
it is expected that the staff will be recruited largely from 
the parent institution. 

To meet a sudden and unexpected crisis without delay. 
arrangements have been completed with state authorities 
for the prompt taking over of appropriate institutions in 
the interior of the state for this purpose and with local 
military establishments for the transportation of casualties 
and other hospitalized persons along appropriate lines of 
evacuation. 

More than 150 hospitals in the coastal cities are in the 
process of organizing small affiliated units of physicians 
and surgeons, who will be prepared to staff the emergency 
base hospitals if they should be needed. These units are 
composed of the older members of the staff and those 
with physical disabilities that render them ineligible for 
military service,-and of women physicians. The doctors 
comprising units are being commissioned in the inactive 
reserve of the United States Public Health Service so that, 
if called to duty, they may receive the rank, pay and al- 
lowances equivalent to those of an officer in the armed 
forces. 

Dr. George Baehr, chief medical officer of the United 
States Office of Civilian Defense, states that the members 
of these affiliated hospital units will continue to remain 
on an inactive status for the duration of the war, unless 
an enemy attack in their region necessitates the transfer 
of casualties to protected sites in the interior. Their com- 
missions may be terminated on their request six months 
after the end of the war, or sooner if approved by the 
Surgeon General. Such approval will be given in the 
event such officer desires active duty in the Army or 
Navy. 
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MISCELLANY 


TUFTS COLLEGE MEDICAL SCHOOL 


President Leonard Carmichael, of Tufts College, has 
recently announced the gift of a tract of land in down- 
town Boston from Mr. A. Shapiro, of Brookline. The 
property, consisting of five buildings on Tyler Street, was 
formerly owned by Denison House and adjoins property 
on Harrison Avenue recently purchased by the school. It 
is adjacent to the hospitals and dispensaries of the New 
England Medical Center, of which Tufts is the teaching 
base. 

The land was purchased, according to Mr. Shapiro, so 
that there will be “plenty of elbow room” around the 
proposed three-quarter-million-dollar medical building. 
President Carmichael said that the gift was prompted by 
the donor’s appreciation of the rural medical-extension 
program being developed by the Tufts faculty at the New 
England Medical Center, a project whereby many local 
communities in Maine were benefiting from the school’s 
extension of laboratory and. diagnostic services, training 
of local hospital technicians and assistance in organizing 
emergency medical protection, such as a state-wide net- 
work of civilian blood banks. The donor expressed hope 
that the gift would induce similar contributions from 
other laymen. 

The President announced that well over half a million 
dollars has now been subscribed for the new building, and 
efforts are being made to complete the fund so that the 
medical school, which is the principal training center for 
New England doctors, may build as soon as conditions 
permit. 


NOTE 


Professor Edwin J. Cohn, head of the Department of 
Physical Chemistry at Harvard Medical School, recently 
delivered the third Alvarenga Prize Lecture before the 
College of Physicians of Philadelphia and the Philadelphia 
County Medical Society. The title was “Plasma Proteins: 
Their properties and functions.” 


CORRESPONDENCE 


“RACE, COLOR AND RELIGION” 


To the Editor: In the recent exchange of correspondence 
over the industrial-health questionnaires in the October 8 
issue of the Journal, it is unfortunate that Dr. O'Hara re- 
garded the entire matter as “ill-natured” and that Dr. 
Muller allowed himself to be drawn into personal attack 
on Dr. O’Hara. As a result, the real issue, which is an 
important one, was obscured. 

The point is simply this: the question about “race, 
color and religion” is an old stand-by of those who sub- 
vert the principles of democracy by discrimination in 
employment or elsewhere. It is, no doubt, true —as 
Dr. O’Hara maintains —that certain employers desire 
these data. But since they have absolutely no bearing 
upon medical ability, their only use would be as a discrim- 
inatory weapon. The selective-service registration, which 
Dr. O’Hara cites by way of analogy, requests information 
about color, height, weight, hair color and so_ forth 
purely for identification purposes and there is clearly no 
discriminatory intent. On the other hand it has been the 
policy of the United States Employment Service for some 
time to refuse this type of information to employers; and 
the latter, if they hold war contracts, are expressly for- 
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bidden to discriminate against able workers for reasons 
of race, color or religion. 

For these reasons the Committee on Industrial Health 
ought not to have made itself the agent for perpetuating 
unfair and un-American employment practices. Today, 
physicians of a// racial and religious groups are entering 
the armed services, creating a serious problem of properly 
redistributing the remaining doctors to civilian needs. 
At such a time our country needs the right men in the 
right places, and we can ill afford the luxury of weeding 
out capable physicians on the basis of blood composition, 
skin pigmentation or church afhliation. Fortunately, doc- 
tors are so scarce now and industry so badly in need, that 
organized medicine could, if it wished, play an important 
role in breaking down these undemocratic practices of 
discrimination. May we suggest that the Massachusetts 
Medical Society handle this question as our government 
coes and refuse prospective employers any information 
that could be used in a discriminatory fashion? 

Avram Goupstein, H. M. S. Chairman 
New England Region, Association of Internes and Medical 
Siudents 
368 Longwood Avenue 
Boston 
* * * 

Mr. Goldstein’s letter was referred to Dr. O’Hara, chair- 
man of the Committee on Industrial Health, Massachusetts 
Medical Society, whose reply was as follows: 


To the Editor: By the use of such words and phrases 
as “questionnaire,” “real issue,” “subvert the principles 
of democracy,” “discrimination” and “unfair and un- 
American practices” and by direct implication that the 
Massachusetts Medical Society somehow has prying mo- 
tives that are beneath the dignity of our government, 
Mr. Goldstein forces me to write again, much as I regret 
to ask for more of your space. 

It is hard for me to believe that anyone who has seen 
our little registration form, or who knows the members 
of our committee, or is in any way familiar with the tem- 
per of the Council to whom the committee reports and is 
responsible can fail to be impressed with the nature of 
this correspondence, be it good or ill. I can assure Mr. 
Goldstein and all those who habitually fear persecution 
and evil that our committee has no inquisitorial designs 
or desires. We do not care whether such persons register 
with us, but if they do, we shall earnestly endeavor to 
treat them in the way by which industrial health can best 
be served. Only secondarily are we interested in helping 
them as individuals. We believe our country’s peril makes 
this our only proper attitude, and we are taking it seri- 
ously. 

In closing, it is my belief that the interns and medical 
students of New England, in whose name the writer 
deigned to dip his pen, are worthy of a higher expression 
of their interests and activities. 

Dwicut O'Hara, M.D. 


FELTY’S SYNDROME 

To the Editor: The paper, “Rheumatoid Arthritis as- 
sociated with Splenomegaly and Leukopenia,” which ap- 
peared in the September 10 issue of the Journal, inter- 
ested me particularly because the authors omitted a dis- 
cussion of certain facts that may be of significance in 
explaining the etiology of this syndrome, originally de- 
scribed by Felty. 

They failed to mention, for instance, that, in the cases 
reported by Hanrahan in 1932 and by Craven in 1934, the 
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patients experienced significant relief of symptoms and a 
rise in leukocytes to a normal level following splenec- 
tomy. In a third case, recently reported by Steinberg, the 
patient showed similar improvement. 

Most disappointing was the fact that there was no at- 
teinpt to correlate these cases with the newly recognized 
syndrome, primary splenic neutropenia, originally de- 
scribed by Wiseman in 1939. A detailed discussion of this 
disease has recently been given by Wiseman (Wiseman, 
B. K., and Doan, C. A. Primary splenic neutropenia; 
a newly recognized syndrome, closely related to congenital 
hemolytic icterus and essential thrombocytopenic purpura. 
Ann. Int. Med. 16:1097-1117, 1942). Seven such cases, 
exhibiting leukopenia, fever, hyperplasia of the bone mar- 
row and splenomegaly, have been reported. In most 
of these, there was some arthritis. 

The failure to establish infection as the primary cause 
of rheumatoid arthritis suggests the possibility of an error 
in metabolism as being an underlying factor. It is interest- 
ing to speculate the nature of this error. The occurrence 
of arthritis in people with primary splenic neutropenia and 
the improvement of the joint symptoms ‘following splenec- 
tomy may offer a new concept of the pathogenesis of 
Felty’s syndrome, as well as rheumatoid arthritis as a 
whole. If this type of arthritis occurs as a result of a 
chronic decrease in the number of circulating leukocytes, 
it is not unreasonable to suspect it may occur as a result 
of some pathologic alteration of the fundamental char- 
acter of the leukocytes in the absence of leukopenia. 

There is not enough evidence at present to assume that 
rheumatoid arthritis associated with splenomegaly and 
leukopenia and primary splenic neutropenia are the same 
or related syndromes. There is enough evidence, however, 
to warrant further study with this possibility in mind. 

H. M.D. 
Slocum-Dickson Clinic 
258 Genesee Street 
Utica, New York 


BOOK REVIEWS 


A Primer on the Prevention of Deformity in Childhood. 
By Richard B. Raney, M.D., in collaboration with Alfred 
R. Shands, Jr., M.D. 8°, cloth, 188 pp., with 88 illustra. 
tions. Elyria, Ohio: National Society for Crippled Chil- 
dren, Incorporated, 1941. $1.00 postpaid. 


There has long been a need for a volume of this type. 
It describes in a clear, simple manner the usual deformi- 
ties of the locomotor system, how they occur, and how they 
can be prevented. There are numerous drawings of de- 
formities and of apparatus. It is shown that most skeletal 
deformities can be prevented, often by the use of simple 
measures. The book should be especially helpful to ortho- 
pedic nurses, physiotherapy technicians and social workers, 
as well as physicians, on whom rests the responsibility 
for the prevention of deformities. 


Arthritis in Modern Practice: The diagnosis and manage- 
ment of rheumatic and allied conditions. By Otto Stein- 
brocker, M.D. With chapters on painful feet, posture and 
exercises, splints and supports, manipulative treatment, 
and operations and surgical procedures by John G. Kuhns, 
M.D. 8°, cloth, 606 pp., with 321 illustrations. Philadelphia: 
W. B. Saunders Company, 1941. $8.00. 


The authors have succeeded admirably in reducing to 
a reasonable compass the essentials of recent progress in 
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arthritis, The classification adopted is that commonly 
used in America, based on the belief that the proliferative 
type is the result of toxic influences, whereas the degen- 
erative has no direct association with infections. 

In the opinion of the reviewer, the chapters on fibrositis 
and on local and regional analgesic injection comprise 
the greatest contribution to knowledge of painful musculo- 
skeletal disturbances. These, alone, make the book worth 
having. The inclusion of chapters on the technics em- 
ployed in the management of arthritic sequelas adds to 
the usefulness of the book. 


Our Sex Life: A guide and counsellor for everyone. By 
Fritz Kahn, M.D. Second revised edition. 8°, cloth, 460 
pp., with 41 illustrations. New York: Alfred A. Knopf, 
1942. $5.75. 


This general treatise of iwenty-three short chapters di- 
vided into seven hundred and thirty-five numbered sections 
is a translation of a German work. The book possesses 
some of the merits and demerits of recent German treatises 
for the sexual instruction of laymen: the colored illustra- 
tions are above average, and the range of topics is wide 
enough to take up most questions that trouble the aver- 
age person; on the other hand, the book is not always 
accurate, There is a tendency to lean toward the bizarre 
in some of the case histories. Although better books are 
available for general instruction, this is a worth-while 
addition to popular literature. Certainly, it is a great 
improvement over what was available a decade or two ago. 

After giving a description of male and female struc- 
tures and functions, the author discusses the hygiene of 
sex life, birth control, abortion, contraception, sterility, 
disturbances in sex life, such as impotence, frigidity 
and premature ejaculation, and the commoner diseases of 
sex life. Part VII is devoted to prostitution, and Part 
VIII to juvenile sex life; Part IX deals with the sex life 
of unmarried people. 


Nutritional Deficiencies: Diagnosis and treatment. By 
John B. Youmans, M.S., M.D. Assisted by E. White Pat- 
ton, M.D. 8°, cloth, 307 pp., with 16 illustrations. Phila- 
delphia: J. B. ‘Lippincott Company, 1941. $5.00. 


It is a paradox of modern civilization that, with the 
progress of society, concomitant problems have developed, 
ene of the major ones involving the poor nutrition of the 
masses. The extreme poverty afflicting large numbers of 
men, women and children created medical as well as so- 
cial difficulties. Vast clinical material, tantamount to mass 
experimentation, afforded opportunities for study that 
rapidly supplemented animal experimentation. Of the 
nutritional difficulties, vitamins play a major role. 

The author has admirably sitted the data in a book 
characterized by an orderly and lucid presentation of the 
important aspects of deficiency diseases, with the greater 
emphasis on vitamins. Also included, however, are protein 
and mineral deficiencies. 

Summaries, tables and laboratory procedures are other 
valuable features of the book. For one not in a position 
to undertake the laborious task of reviewing the massive 
literature, this volume will provide an adequate substi- 
tute. 

The reviewer cannot refrain from echoing the sentiment 
that, after all, a normal diet in a normal person is an ade- 
quate diet. It is deplorable to contemplate the colossal 
sums of money expended in “over-the-counter” sales of 
vitamins to persons who are not the most in need. 


(Notices on page x) 


